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| Executive Summary I

The Safe Motherhood technical consultation
held in Colombo, Sri Lanka in 1997 laid out
priorities for reducing maternal mortality and
improving maternal health over the next ten
years. The conference endorsed a series of ten
action messages of which one of the most criti-
cal was the need to improve women's access to
good quality maternal health services. In so do-
ing, the conference reaffirmed the priorities set
two years earlier by the International Conference
on Population and Development (ICPD) to pro-
vide access to care for all women. A further
challenge and action message identified at Co-
lumbo was the need to develop tools and meth-
ods for measuring progress and assessing the
impact of Safe Motherhood programmes.

The following report describes women's access
to antenatal care, delivery care, emergency care
and family planning services in ten countries in
Africa, Asia, and Latin America and the Carib-
bean (LAC). These countries include Benin,
Central African Republic (CAR), Mali, Uganda,
Zimbabwe, Bangladesh, the Philippines, Indone-
sia, Bolivia and Haiti. The data were obtained
from the Services Availability Module (SAM)
and women's questionnaire from the DHS 11|
surveys implemented between 1993 and 1996/7.
Defining access as 'geographical proximity to
services, measured as distance or time from a
facility, the report provides a comparative as-
sessment of the availability and use of maternal
health services and shows how services avail-
ability influences services use.

The SAM methodology relies on key informants
to provide information on the nearest facility of
a certain type to each DHS cluster, allowing the
availability of services to be assessed for a rep-
resentative sample of women. Although the full
module includes a validation of the community
information by visiting the facility, during DHS
Il few countries carried out the facility survey
and hence the information in this report relies on
measures of perceived distance to services. In a
refinement of this method, GPS units can be
used to collect more objective information of the
distances between the centre of the DHS cluster

and facility, rather than relying exclusively on
community report.

The report shows that in most countries the ma-
jority of women attend for ANC, that a minority
of women deliver with a skilled attendant, and
that contraceptive practice varies widely be
tween countries. However, wide variations be-
tween urban rural populations are demonstrated,
highlighting the fact that many women, particu-
larly in rural areas, lack access to services at
every stage of their preghancy. In urban areas at
least 80% of women live within 5 km of a facil-
ity and travel times to services are only 10-15
minutes, but in rural areas less than half the
population live within 5 km of the nearest facil-
ity and travel times are on average up to 90 min-
utes.

Although the report analyses only 10 countries,
and is therefore limited in its capacity to draw
any regional conclusions, differing patterns, both
in the provision and use of services, are seen
between the Africa, Asia and LAC regions. In
Africa women are more likely to use services
and deliver with a skilled attendant than in the
other countries. In Asia fewer women deliver
with a skilled attendant and many more deliver
at home. This is despite the fact that women in
Asia and LAC countries may live closer to
services. Also, in Africa maternal health care is
delivered by midwives, whereas in the remain-
ing countries doctors provide the majority of
care.

Importantly, the report also shows that the avail-
ability of maternal health services is consistently
associated with greater use in every type of
service considered. Rural women who live
nearer health services are not only more likely to
seek antenatal care more frequently and earlier
in the pregnancy, but are also more likely to
deliver at a health facility, more likely to use a
skilled attendant and more likely to use a mod-
ern method of contraception. In addition, the
report also demonstrates that distance is a
greater disincentive to seeking care at the time
of delivery than at other times during pregnancy.

Executive Summary
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The findings of the report have a number of
policy implications. First, the report shows that
for many women geographical access is a major
barrier to receiving adequate care and for these
women the priority must be to increase services
coverage. Secondly, by demonstrating wide
inequity in services provision between certain
subgroups, the report also highlights the need for
disaggregating national data by appropriate dif-
ferentials in order to have better targeting of
resources and greater equity in services provi-
sion.

Although the Services Availability Module has
many limitations, in the context of a DHS sur-
vey, the method provides a cost-effective ap-
proach for monitoring women's access to serv-
ices. As with any indicator, the findings cannot
be used in isolation and should be triangulated
with information from other sources to draw
valid and meaningful conclusions.
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| Introduction I

This report presents a comparative assessment of
the availability and use of maternal health serv-
icesin ten countries: five in Africa, threein Asia
and two from Latin American and the Caribbean
(LAC) region. The data were compiled from
those countries undertaking a Services Avail-
ability Module (SAM) during the Demographic
and Health Surveys carried out between 1993
and 1996. Specifically the report has the fol-
lowing objectives:

e To describe the availability of maternal
health services and family planning services
in the selected countries

e To compare the availability of health serv-
ices and health service utilisation across
countries

e To determine whether health services avail-
ability is associated with health service utili-
sation

The report is intended for international policy
makers and national programme managers and
others interested in the availability of maternal
health services.

Introduction






| 1. Background I

1.1 The role of health services in

improving maternal health
status

Over the last 13 years, the Safe Motherhood
Initiative has raised global awareness of the
magnitude of the problem of maternal and peri-
natal mortality. Pregnancy complications are
now widely recognised as the leading cause of
death and disability in women of reproductive
age (USAID, 1999). Each year an estimated
585,000 maternal deaths and 7.6 million perina-
tal deaths occur world-wide, mainly in the poor-
est and least developed countries of sub-Saharan
Africa and Southeast Asia (WHO, 1999b).

At the outset of the campaign programme efforts
focussed on identifying women at high risk and
referring them in for care. More recently the
understanding that most complications cannot
be predicted or prevented has shifted the em-
phasis onto providing al women with access to
care, most importantly the provision of a skilled
attendant at birth (UNFPA et al., 1997).

Evidence of the impact that health services can
have on saving the lives of women and infants
comes from a wide range of historical and epi-
demiological sources. Significant reductions in
maternal mortality were achieved in Northern
Europe with the introduction of professional
midwifery care for all births more than a century
ago and more recently through community-
based maternal health programmesin Sri Lanka,
Cuba, China and Malaysia (UNFPA et a.,
1997). Other studies have aso shown that a
skilled attendant at delivery can also have an
impact on reducing perinatal mortality (WHO,
1999c).

Acknowledging the key role that health services
play in reducing maternal mortality and im-
proving maternal health, many international
conferences, including the world conference for
children, Beijing, and the International Confer-
ence on Population and Development (ICPD),
have called for universal access to health care
(UNFPA e al., 1997; Wardlaw, 1999). In 1995,

defining access to health care as a right, ICPD
declared, “the rights of men and women (are) to
be informed and to have access to family plan-
ning of their choice and the right of access to
appropriate health care services that will enable
women to go through pregnancy and childbirth.”
Amongst the goals laid down in a twenty-year
programme of action was a closing of the gap in
maternal mortality between developing and de-
veloped countries through strategies that in-
cluded universal access to a full range of family
planning methods and reproductive health serv-
ices (UNFPA et al., 1997).

1.2 Measuring progress in
maternal health

A major problem in assessing progress towards
the goal of an overall reduction in maternal
mortality has been the lack of standardised indi-
cators and appropriate monitoring tools. Until
recently, many countries relied primarily on
measuring changes in the maternal mortality
ratio or maternal mortality rate (MMR). The
limitations of this approach are now widely ap-
preciated, since these estimates have very wide
confidence intervals that prevent their use for
short-term  assessment. Moreover, maternal
mortality rates and ratios do not provide infor-
mation on programme or health system perform-
ance and are costly to obtain.

Since 1992 a number of international agencies
have recommended using process indicators to
monitor programme performance (UNICEF
/WHO/ UNFPA, 1997; MotherCare, 1999). Al-
though process indicators such as immunisation
coverage in child health and contraceptive
prevalence in family planning are now standard,
the use of process measures in maternal health
has been limited. There is as yet no consensus
on which indicators should be used in any given
circumstance, athough strategies to increase
women's access to a skilled attendant should
mean that the indicators of proportion of births
with a skilled attendant will gain widespread
acceptance. The WHO are aso coordinating
efforts to achieve a broad consensus through the

Background



compilation of a short list of indicators for the
global monitoring of reproductive health (WHO,
1997Dh).

Although, by definition, process measures can-
not provide information on the outcomes of
interest, maternal death and improved maternal
health, they do have several immediate advan-
tages over the MMR: they can be used for

monitoring; they provide information for local
management decision making; and they may
occasionally be derived from routine data. A
disadvantage, nonetheless, is that the association
between many of the processes measured and
maternal outcome is weak (Villar & Khan-
Neelofur, 1999), much weaker than the associa-
tion between high immunisation coverage and
lower infant mortality, for example.

Tablel1.1: Health outcome and process indicator s proposed by variousagenciesfor monitoring

mater nal health goals

Pr ocess | ndicator

Proportion of women with antenatal care

N -

munisation
3 Proportion of births by skilled personnel

4 Percentage of adults knowledgeable about mater-

nal complications

5 Number of basic EOC facilities per 500,000

population

6  Number of comprehensive EOC facilities per

500,000 population

7 Percentage of district hospitals with c-section and

blood transfusion
8 Percentage of facilitieswith basic obstetric care

9 Percentage the popul ation within one hour’s travel

time of EmOC

10 C-sections as a proportion of all births in the

population

11  Proportion of expected complications measured at

EOC facilities met need for EOC
12  Admission to treatment time interval

Percentage of pregnant women with tetanus im-

USAID WHO UNICEF UNFPA
X X X
X X
X X X
X
X X X
X X X

X
X
X X
X X X X
X X X X
X

Note: USAID list based on short list of suggested indicators; WHO list based on minimal monitoring list;
UNICEF list based on corelist of suggested maternal health indicators.

Source: Campbell 1999.




A list of indicators proposed for monitoring
maternal health status can be seen in Table 1.1°
(Campbell, 1999). These indicators measure
services quality, availability, accessibility and
utilisation. Whilst the list includes several indi-
cators that measure either services use or serv-
ices availability (as aratio of number of services
to the population) only one, the percentage of
the population within one hour’s travel time of
EOC, measures access in terms of its construct
as abarrier to care (WHO, 1999a).

1.3 Measuring access and

availability: defining terms

In general, the concept of access to care usually
refers to the presence or absence of barriers that
people experience when using health services.
These barriers may include physical barriers,
such as the general supply and availability of
health services and distance from health facili-
ties, aswdl as laws and policies which permit or
prohibit use, community norms including
knowledge of the services, cultural barriers or
preferences, and economic barriers. (Bertrand et
a., 1995). Although the term services availabil-
ity may often be used synonymously with acces-
sibility, in this report, services availability is
limited to its definition as a measure of reported
geographical proximity to services, i.e., the geo-
graphical distribution of services as measured by
reported distance or travel time in relation to a
surveyed population of women.

Examples of indicators of physical access to
health services are
e the percentage of the population living
within X km of a health facility
o the percentage the population within X
hours travel time of a health facility
e the percentage of a population living
within X km of a hospital providing
functioning basic essential obstetric care
(BEOC)

! Four of the indicators have been proposed for inclusion in
the international short list of indicators for global monitor-
ing of maternd health status. These are the proportion of
women with antenatd care, the proportion of births by
skilled personnel and the number of Basic Essential Obstet-
ric Care (BEOC) facilities and Comprehensive Essentia
Obstetric Care (CEOC) per 500,000 population

o the numbers of facilities providing basic
and comprehensive essential obstetric
care (BEOC/CEOC) per X number of
the population.?

Indicators of access/availability are important,
since at a very basic level, health services need
to be available in order for women to be able to
use them. Low utilisation may arise as a conse-
quence of women failing to use an available
service or because services are too far away to
be effectively available. In ether case, funda-
mentally different programme strategies are
required for resolving the problem. For some
countries, however, such as those with rather
more developed health systems and more nu-
merous service ddivery points (SDPs), measur-
ing access to services may be considered of
lesser importance than measuring quality of care
or health services utilisation.

Compared to measures of service utilisation,
measures of service availability have received
relatively little attention. One contributory factor
has been that utilisation is easier to measure;
utilisation measures can be derived from a vari-
ety of sources that include routine health serv-
ices data, sentinel surveillance and facility- and
population-based surveys (Knowles, Leighton
and Stinson, 1997), whereas availability data can
rardly be measured in this way. Moreover,
availability data derived from facility surveys is
biased against non-users who are also most
likely to live furthest from the facility. Repre-
sentative data on geographical proximity there-
fore relies on special population-based surveys.
One particular survey that collects this type of
information is the DHS® Services Availability
Module (SAM) (Wilkinson, Wamucci and Ab-
derrahim, 1993; Wilkinson, 1991). The SAM
uses community self report of distance and time

2BEOC facilities should be able to administer injectable
antibiotics, oxytocics and anticonvulsants and perform
manual removal of the placenta, retained products and
assisted vaginal delivery. CEOC facilities should be able
to perform al the BEOC functions and, in addition,
provide caesarean section and blood transfusion.

3 DHS surveys are conducted in 5-year cycles. DHS I
followed after DHS | and Il and were conducted between
1993-1997. The Current DHS survey project is known as
DHS + (plus) rather than DHS 1V.

Background



to the nearest facility to derive estimates of
geographical proximity. Increasingly, however,
the SAM is collecting information on the geo-
graphic location of communities and facilities
with Global Positioning System (GPS) Units
rather than relying on self report in order to ob-
tain more objective information. Data collected
in this way can be analysed within a Geographic
Information System (GIS) to provide new
measures of accessibility based on proximity to
roads and travel speeds (Montana, personal
communication).

In the following report, data on the proximity of
health facilities collected by the DHS Il SAM
surveys between 1993-1996 have been analysed
in order to describe the availability of maternal
health services and to explore the feasibility of
the method for deriving indicators of health
services availability. In addition, the same data
have been linked with the data from the DHS
women's questionnaire in order to determine
whether there is an association between the
availability of health services and their use by
pregnant women.

1.4 Review of influence of distance

on care seeking

Most of the evidence in support of the role that
distance plays in influencing care seeking be-
haviour and heglth care utilisation has been de-
rived from the literature on family planning.
Early research, carried out during the world
fertility surveys examined the impact of dis-
tance, time and mode of transport on family
planning use and found that distance acts both as
a physical barrier and a disincentive to seeking
care (Pullum, 1991). Subsequent studies have
shown that distance only partly determines the
choice of health care provider and that the effect
of distance is shaped by acomplex interaction of
social, economic and cultural factors and per-
ceived quality of care (Bertrand et al., 1995;
Egunjobi, 1983). In some studies the effect of
distance has been found to be quite small (Tsui
and Ochoa, 1992), whereas others have shown
that, after controlling for perceived quality of
care, the effect of time and distance disappear
(Mroz et al., 1999).

Whether it is appropriate to extrapolate from
studies in the family planning literature to look
at the influence of distance on care seeking dur-
ing pregnancy, illness or at the time of delivery
is unclear. Certainly the motivations of pregnant
women are going to differ fundamentally from
those women wanting contraceptive services
(Prevention of Maternal Mortality Network,
1992). Moreover, the effect of distance is likely
to vary according to whether the care seeking is
for a planned event such as an antenatal care
visit or is for an unscheduled event such as the
onset of labour in the context of an emergency.
Relatively few studies have examined the very
special circumstances that are likely to prevail
around the time of delivery; for example, the
unpredictable onset of labour, its unknown du-
ration (which will affect the assessment of per-
ceived benefit of reaching care with the risk of
delivering on route), and the physical difficulties
of travelling when labouring.

Studies that have been conducted employ a vari-
ety of methods including community-based in-
terviews, and facility record review to determine
the catchment population radius and assess the
severity of illness in patients arriving at a health
facility related to the distance travelled (Okafor,
1991; Egunjobi, 1983; Stock, 1983). Distance is
one of several factors that have been shown to
affect attendance at antenatal care (Okafor,
1991) and hospital choice (Egunjobi, 1983). In a
study of the determinants of home births in
Kenya, (Hodgkin, 1996) the household’'s dis-
tance from the maternity facility was one of two
significant predictors of attendance, with con-
siderations of cost (i.e., whether a family mem-
ber had hedlth insurance) being the other. In
another study from Nigeria, per capita use of the
health facility declined exponentially with dis-
tance. However, significant differences in the
interaction between care seeking and distance
were seen in association with other variables
including perceived quality of care and severity
of illness. The study found that hospitals and
large health centres were able to attract patients
from wider catchment areas than smaller facili-
ties and that distance from the health facility was
positively associated with duration and per-
ceived severity of illness (Stock, 1983). A simi-
lar effect was also shown in a study of clinic




attendance for diarrhoea where severity of dehy-
dration at presentation was positively associated
with distance from the clinic (Rahman € al.,
1982).

Overal, the individual studies reviewed for this
report and reviews of the determinants of mater-
nal mortality and maternal care seeking behav-
iour (Thaddeus and Maine, 1994; Prevention of
Maternal Mortality Network, 1992; McCarthy
and Maine, 1992) suggest that distance exerts a
measurabl e effect on health services use but that
the strength of this association varies.

Background






| 2. The Development and Purpose of the SAM I

The DHS Service Availability Module, devel-
oped in 1984, was originally designed to provide
data to complement the DHS survey in an at-
tempt to measure progress towards the USAID
goal that 80% of couples would have access to
family planning services by the year 2000. The
main purpose of the module was to provide a
means of measuring the availability of family
planning services in a representative population
of women rather than to provide data that would
be representative of health facilities. A total of
23 SAM surveys have been carried out since
1984. Most of the content and the analyses of
the SAM surveys to date have focused primarily
on family planning and have included reatively
little information about health. Generally, DHS
service availability reports have been limited to
one table describing the percent distribution of
women of reproductive age or children under
five by distance to the nearest health facility. In
addition, the data on maternal and child health
services have been collapsed into the broader
category of maternal and child (MCH) services
so it has been impossible to determine whether
the services are primarily catering to women or
children or both.

2.1 The content and methodology
of the SAM

The DHS SAM has two components, a commu-
nity-level survey and a facility survey. In many
cases however, as for most of the DHS 11 sur-
veys, only the community survey was con-
ducted. In the community survey, interviews are
conducted with three to four knowledgeable
residents from each DHS cluster, at least one of
whom must be female. Usually these interviews
are performed in a group setting, although occa-
sionally the information is obtained from a series
of individual interviews. During these interviews
general information is collected about the com-
munity such as the relative location of the clus-
ter (e.g., distance to the nearest town, the main
means of access) as well as information about
community infrastructure and the availability of
local services.

For all family planning and MCH services, the
questionnaire first establishes whether a par-
ticular type of health facility/service exists and
then determines the name of the nearest facil-
ity/service of each type. For example, infor-
mants are asked about the availability of hospi-
tals, health centres, clinics, pharmacies and pri-
vate doctors and then asked to identify each one
by name. This is followed by a series of ques-
tions to assess the geographical access to these
facilities including the distance and the time
needed to travel to the facility and the most
common means of transport. It is important to
note that the distances recorded are the distances
to each facility from the centre of the cluster and
thus represent an average for the cluster popula-
tion. Questions are also asked about the types of
services provided. In general, these questions
are limited to the availability of antenatal care
(ANC), ddlivery care (DC), child immunisations
and family planning (FP).

In the facility survey, the nearest facility of each
typeis visited to validate the information already
collected from the community. These visits are
limited to those health facilities that are situated
within a reported 30 km radius of the DHS
cluster.

In order to construct the tables in the report the
community-level data from the SAM are merged
with the records from the DHS women's file for
the women from the same cluster. By merging
the community and women’'s data, data on the
geographical proximity to services can be pre-
sented for the women surveyed in the DHS.
Further information on the DHS Service Avail-
ability Module methodology can be found in
Wilkinson, Wamucci and Abderrahim, 1993 and
Wilkinson, 1994.

2.2 Limitations of the SAM

The limitation of the SAM methodology is that
the survey is designed only to collect reevant
information on the nearest facility or service of
each type (hospital, hedlth centre, clinic, phar-
macy or private doctor) to the DHS cluster. The

The Development and Purpose of the SAM



assumption implicit in this approach is the near-
est health facility most accuratdly reflects the
health service environment available to any
community. In rural areas, where the choice of
health facility is very limited, the nearest health
facility may well provide a fairly accurate repre-
sentation of the true availability of health serv-
ices in the ‘formal' sector, but this would not be
true of urban areas where health facilities are far
more numerous. A further assumption made for
the purposes of this report is that the nearest
facility also represents the most used facility.
Contradicting this assumption, as previously
mentioned, is that some clients, even in rural
aress, are prepared to travel very long distances
to obtain services that are perceived to be effec-
tive and of good quality (Thaddeus and Maine,
1994). Furthermore, the nearest facility may not
be the most accessible. Poor roads or the local
topography may make travel to a more distant
facility preferable, particularly if there are better
roads or local transport services (Stock, 1983).
For this reason analyses of the influence of use
and proximity have been confined to rural aress.

A second limitation is that the SAM does not
record information on the provision of care from
the informal/traditional health sector other than
enquiring about the availability of traditional
birth attendants (TBA). In countries where a
large proportion of care is delivered outside the
formal sector, the community concept of health
services environment and health care provider
may be very different from those defined by the
SAM.

2.3 Limitations of a comparative
report

During DHS |11, for a variety of reasons, facility
surveys validating the community data were
carried out in only Indonesia and Bolivia. Since
the facility data were restricted to two countries,
they were not analysed and the data presented
here are the results of the analysis of the com-
munity surveys alone. As the distances reported
by key informants in the community surveys
were not validated by visits to the facilities, they
represent only the perceived distance to services
rather than the actual distance. Previous assess-
ments have suggested that perceived availability

may not be ardiable proxy for actual availabil-
ity (Wilkinson, Abderrahim and Wamucci,
1993). Low perceived availability of services
may reflect either actual low coverage or a lack
of community awareness of services provision —
problems that need to be addressed by funda-
mentally different programme strategies. A
number of independent studies from Ecuador
and Zimbabwe contradict these findings, sug-
gesting, to the contrary, that community report-
ing on distance and coverage of services can be
fairly accurate (Wilkinson, Abderrahim and
Wamucci, 1993).

Because of the very wide variation between
countries in the way that health systems are de-
signed and managed, considerably more adapta-
tion is required to the core SAM module to ac-
count for country-specific situations than for
other DHS surveys. Most of the countries in this
report made a large number of individual adap-
tations to the original core questionnaire. Where
these differences are significant enough to affect
the interpretation of the results, these have been
noted in footnotes in the tables and more com-
plete details of the structure of the individual
questionnaires is given in the appendix. In addi-
tion, variations in how DHS data was managed
and processed across countries also added to the
difficulties of writing a comparative report.
There were variations, first, in the types of fa
cilities about which questions were asked in the
SAM community survey. Although all countries
asked about the five main categories of facility
or service, some limited data collection. For
example:

o Zimbabwe asked about private but not
public pharmacies and health centres in
only rural areas.

e Uganda asked about health centres in
urban areas but not rural areas and
questions relating to the proximity of
maternities, dispensaries and sub-
dispensaries were combined under one
category in the questionnaire.

e CAR asked about private doctors in only
urban aress.

Secondly, there were also variations in the data
on the timing of births recorded in the DHS
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surveys. For example, five countries recorded
data on al births in the three years preceding the
survey, one on al births in the four years pre-
ceding the survey and three on all births in the
five years preceding the survey. Third, there
were variations in the DHS related to how in-
formation about the presence of a birth attendant
was asked and recorded. In Haiti, for example,
information about skilled midwives and tradi-
tional birth attendants (matrones) were recorded
together, preventing a retrospective assessment
of the proportion of women attending with «i-
ther. In the SAM there were also variations in
how community respondents answered questions
about the distance to the nearest facility. Whilst
in theory thereis always a nearest health facility,
informants varied in their knowledge of facili-
ties, particularly those located far away. Idio-
syncrasies in the manner in which countries
chose to process this distance data added to the
problem of making a valid international com-
parison. In some countries where health facili-
ties were assessed as being in the area, distance
to the health facility was NOT recorded, as in
the case of Haiti and Indonesia. In this instance
when the local area was very small, the average
distance to services will have been underesti-
mated.

Finally, the quality of the SAM data from some
countries was not optimal, and, in the case of
CAR, the data contain a very high percentage of
missing responses. For these reasons the data
have been presented in the tables but have not
been commented on in the text.

Fifteen countries collected SAM data between
1993 and 1996 when the DHS-III surveys were
being conducted.* These countries are listed in
Table2.1. Datafor the report however are based
on only 10 of the 15 countries. These are five
sub-Saharan African countries (Benin, Mali,
Central African Republic, Uganda, Zimbabwe),

* This report is restricted to SAM surveys conducted under
DHS-11. Previous SAM surveys conducted under DHS 1
are now more than ten years old and are listed in the ap-
pendix.

two Latin American/Caribbean countries (Bo-
livia, Haiti) and three Asian countries (Philip-
pines, Indonesia, Bangladesh). Chad, Cote
d'Ivoire, Kenya, and Mozambique are excluded
from the report because the final reports were
incomplete at the time of the initial analysis, and
the lack of rights to the data for Eritrea pre-
vented further analysis.

Sample sizes for these surveys varied substan-
tially according to the size and distribution of
the population. In Latin America and Africa,
sample sizes varied between 5,000 to 9,700
women. This compares to a sample size of over
15,000 in the Philippines and more than 28,000
in Indonesia. The number of clusters varied ac-
cordingly, from between 200 and 300 in Africa,
over 700 in the Philippines and 1400 in Indone-
sa

Apart from Indonesia and Bangladesh, where
only ever married women were interviewed, in
al other countries all women of reproductive
age were surveyed. Data derived from the DHS
on health services utilisation is presented for all
women, but that derived from the SAM is pre-
sented on currently married women only. Re-
stricting the analyses in this way excludes data
on births to unmarried women. This means &f-
fectively that up to 5% of births are excluded in
Mali, Indonesia, Bangladesh and the Philippines,
between 5-10% of births in Benin, Bolivia and
Haiti, and between 12-13% of birthsin the CAR,
Uganda and Zimbabwe. These births are only
excluded in the tables on the use and availability
of services. However, analyses of the use of
services by married and unmarried women are
similar. Where there are differences, they tend to
show that unmarried women are more likely to
deliver with a skilled attendant, but the numbers
are small and differences not significant. Future
reports, however, should not restrict analysis in
this way.

2.5 Presentation of the data

This report includes five sections on the avail-
ability and use of services: (1) a discussion on
the availability of facilities and services on any
type, (2) the availability of antenatal services,
(3) the availability of delivery services, (4) the

The Development and Purpose of the SAM
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availability of emergency care, and (5) the avail-
ability of family planning services. In each sec-
tion there are four different types of tables and
graphs. These include tables and graphs on

a) service utilisation from the  DHS
women’s survey

b) the availability of services

(o)) the association between service avail-
ability and health service utilisation

d) a multivariate analysis of the proximity

and use of services

Data on services utilisation were taken directly
from DHS reports from the respective countries
for tables of type a. The latter three were derived
by linking the DHS household data with the
proximity data obtained in the Services Avail-
ability Module. Analysis of the association be-
tween distance to health facility and health
services use has been limited to that for women
living in RURAL areas only. This is because the
SAM collects information about the nearest
facility of each type, and, whereas in rural areas
there may be only one facility of a certain type,
thisis unlikely to betrue in urban areas, as Table
4.1b demonstrates. Implicit in this analysis is the
assumption that use is associated with proximity
to the nearest facility. Since there are effectively
many 'nearest facilities in urban areas the analy-
sis has been confined to RURAL populations.

Data in the report are displayed as graphs or as
simple tabulations and are stratified by ur-
ban/rural residence and distance from the health
facility. This reatively simple analysis of the
relationship between availability and use does
not control for confounding by other factors
such as socio-economic status, education and
other factors. Although a thorough examination
of confounding would require a sophisticated
analysis beyond the scope of this comparative
report, some limited multivariate analyses have
been carried out to explore these findings in
more depth.

Information on the availability of abortion care,
post-partum care, STD and HIV services is not
included in the report since no country collected
data concerning the availability of abortion
services and only a minority of countries col-

lected any data related to the latter three serv-
ices.
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Table2.1: Details of the community and facility level surveysin DHSI11I

Countries Year of Previous ' SAM r@ults Facility-bqsed/ Sample Number .of Number of
with SAM field work SAM exists? included in DHS Community/ sizet clustersin clusters'SAM
country report Both modules used DHSsample wascarried out
DHSIII:
Africa
Benin 1996 No Yes C 5491 200 200
CAR 1994/1995 No Yes C 5884 231 231
Mali 1995/1996 No Yes C 9704 300 300
Uganda 1995 Yes (DHSI) Yes C 7070 303 296
Zimbabwe 1994 Yes (DHSI) No C 6128 230 230
Asia
Bangladesh* 1993/1994 No Yes Other* 9640 301 301
Indonesia 1994 No Yes B 28168 1416 1416
Philippines 1993 No Yes C 15029 750 750
Latin America
Bolivia 1993/1994 No No B 8603 616 616
Haiti 1994/1995 No Yes C 5356 172 172
Notes:
* Dueto the use of mobile clinics the SAM is substantially different in Bangladesh from the DHS model instrument.
+ Women aged 15-49 years surveyed in al countries except Bangladesh and Indonesia where only ever married women were surveyed.

F=Facility module used; C=Community modules only; B=Both modules.
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| 3. Community Characteristics I

Most women in the ten countries in this report
livein rural areas, except in Boliviawhere three-
quarters of the surveyed women live in the
capital city and other urban areas. In three coun-
tries, Mali, Uganda and Bangladesh, three-
quarters of the total female population live in
rural aress.

Rural populations, however, may not al be
equally ‘rural’. Rural women living close to
urban centres are much more likely to have ac-
cess to urban services and health facilities than
women living in remoter areas. Since an ur-
ban/rural classification is assigned independ-
ently by each country there are likely to be
variations between countries and significant
differences may well confound a comparative
perspective. Figure 3.1, which shows the percent
distribution of rural women in relation to the
distance to the nearest town of 20,000 inhabi-
tants or more, illustrates this problem. In the
Philippines and Bangladesh, most rural women

live within 10 km of the nearest town of 20,000
or more inhabitants, but in other countries, par-
ticularly in Africa, rural populations are much
more remote. Most rural women in Africa live
further than 10 km from the nearest town and in
Zimbabwe approximately three quarters of the
rural population live further than 50 km from the
nearest town (See Appendix Table 3.1.).

In addition to the remoteness of the rural settle-
ment, the topography and road infrastructure can
have a major influence on a community’s ability
to access health care. In four countries, Benin,
Uganda, the Philippines and Balivia, at least half
the rural population have access to an all-
weather road. In Zimbabwe, amost all rura
women travel on all-weather roads. By contrast
the majority of rural women in Mali and Haiti
live in communities accessed only by a seasonal
road, whilst in Uganda, 13% of women rely on
using ariver path or train line for access.

Figure3.1

Per cent distribution of currently married women aged 15-49 by ru-
ral residence
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Figure3.2
Per cent distribution of currently married RURAL women aged
15-49 relying on a seasonal road, river, path or train track for
accessto their community
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| 4. The Availability of MCH Services I

Tables and Figures 4.1-4.6 show where women
livein relation to health facilities: the distance to
the nearest facility, the travel time and the over-
all density of health facilities, in order to provide
an overall assessment of the health services en-
vironment.

cilities, one in five Zimbabwean women has
access to only one facility and one in 20 women
in Mali has no health facility at all.

Rural women in Benin and Uganda have the
greatest choice of facilities. In both countries, at

least half the rural population live in clusters
with seven or more health facilities within 30
km.

4.1 Choice of health facilities

As Tables 4.1a and 4.1b show, urban women
have a much greater choice of health facilities
and services than their rural counterparts. Al-
most all women have a choice of at least four
facilities within a radius of 30 km and two-thirds
of urban women live in clusters with at least
seven. Fewer than 5% have a choice of only one
facility or none at al. Although most rural
women have a choice of at least two hedlth fa-

Table4.1a: Density of Rural Health Facilities

Per cent distribution of currently married RURAL women living in clusters by the number of
facilities (health centres, clinics & hospitals) available within 30 km

Sum of facilitieswithin 30 km

Country 0 1 2-3 4-6 7+  Missing Total N
Benin 0.6 6.3 13.7 256 53.9 0.0 100.0 2,739
CAR 4.6 13.0 217 139 83 38.6 100.0 2,562
Mali 54 5.0 22.8 36.9 298 0.2 100.0 6,044
Uganda 0.0 5.4 111 217 59.8 21 100.0 4,523
Zimbabwe 2.2 214 33.9 23.1 19.3 0.0 100.0 2,674
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Table4.1b: Density of Urban Health Facilities

Percent distribution of married urban women living in clusters by the number of
(health centres, clinics, hospitals) available within 30 km

facilities

Sum of facilitieswithin 30 km

Country 0 1 2-3 4-6 7+  Missing Total N

Benin 0.0 3.0 55 19.7 70.2 14 1000 1,459

CAR 0.9 30 7.4 223 59.9 6.4 100.0 1,521

Mali 0.0 16 6.0 13.2 79.3 0.0 100.0 2,178

Uganda 21 4.3 57 57 86.8 11 100.0 614

Zimbabwe 0.0 15 0.9 1.8 95.3 0.5 100.0 1,114
Figure4.1

Per cent distribution of currently married women aged 15-49 who live within 5

km of a any facility by rural/ urban residence.
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4.2 Distance to the nearest health

facility or private doctor
(excluding pharmacies)

Between 40 and 75% of all women live within 5
km of the nearest health facility. Women live
closest to facilities in Bangladesh and Bolivia
and furthest away in Mali (Figure 4.1, Appendix
Table 4.2.) On average women live less than a
kilometre from a facility in Bolivia (most of the
surveyed women live in cities) and 7 km in
Mali. These national aggregates disguise marked
urban/rural differentials in services provision,
however.

In urban areas, women have easy access to
services. The median distance to services is 2
km and in all countries except Haiti, four out of
five women live within 5 km of the nearest fa-
cility. By contrast, in rural areas, excluding
Bangladesh, less than half of the female popula-
tion live within 5 km. Rural populations of Zim-
babwe and Mali have the worst access to serv-
ices with around a quarter of rural women or less
living within 5 km of the nearest service pro-
vider. Median distances to rural services range
from 3 km in Bangladesh to 8 km in Zimbabwe
and over 10 km in Mali.

4.3 Distance to the nearest facility

providing MCH services

Appendix Table 4.3 shows where women livein
relation to the nearest facility providing MCH
savices (ANC, ddivery care or family
planning.) This question was not asked in every
country and complete information is available
for only seven countries.

Since not al health facilities provide MCH
services, median distances to a MCH service are
greater than the median distance to any facility
shown in Appendix Table 4.2. These distances
range from 2 km in Indonesia to 8 km in Mali.
Onceagainin this table, asin almost every other
in this report, very wide disparities in services
provision between rural and urban areas emerge.

Access to services in rural Africa is best in
Benin (median distance to services 5 km) and
worst in Mali (median distance 11-13 km.) In

Mali, Uganda and Zimbabwe more than half the
rural female population live further than 5 km
from the nearest MCH facility, and in Mali more
than one-third of women live beyond 15 km.

Women in Indonesia and Haiti live closer to
facilities than women in Africa, (median
distance to an MCH facility respectively 1 km
and 3 km for urban women, and 3 km and 7 km
for rural women.) In Haiti the median islikely to
be an overestimate of the true figure since a
distance was not recorded when services were
reported “on site” in therural clusters.’®

Median distances for different types of service
within countries are also similar, although, in
general, ANC services are marginally closer
overal than delivery services. Inrural aress, this
might be expected since the few health facilities
that exist often offer a range of services and
provide both ANC and ddlivery care. It might
be anticipated that the availability of family
planning services would differ from the
availability of other MCH services since in rural
areas family planning commodities are often
available at local pharmacies; however, family
planning services are often less freely available
in rural clinic settings.  No variation in
availability was seen in this anayss.

4.4 Travel time to the nearest
MCH facility

Whilst travel time to services might seem amore
appropriate measure in poor communities than
estimates of perceived distance, international
comparisons of time are difficult because of the
need to make allowance for a mode of transport.

The reported travel time to ANC, ddivery care
and family planning is shown in Appendix Table
4.4. For al women, travel times to services
ranged between 10 minutes in Indonesia to 60
minutes for women in Haiti and Uganda. In
urban areas, where women live much closer to

5 No distance has been imputed for these facilities because
it could not be discerned which data were smply missing
for the reason of being on site and those that represented
real missing cases.

The Availability of MCH Services
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Table4.5: Outreach Services

Per cent distribution of currently married women age 15-
49 who have accessto mobile clinic

services*
Accessto Total
Mobile Clinic Number
Services (%) of Women
Country
Uganda 5,136
Bangladesh 8,980
Philippines 8,961

* This question was only asked in these three

surveys.

facilities, travel times are 10-15 minutes and
most women walk to services.

Distances, and correspondingly travd times, are
much greater in rura areas, ranging from 15
minutes in Indonesia to 90 minutes in Haiti and
Zimbabwe. Note, however, that these are the
travel times reported at the time of the SAM
survey and may vary depending on the season.
During the rainy season in many countries,
travel time may increase substantially since
roads can become impassable, particularly in
rural areas, and for many of these communities
the main means of access was via a seasonal
road.

In three countries, Uganda, Benin and Zim-
babwe, the majority of women walk to services,
but in these and several other countries large
percentages of women also rely on other means
of transport which may include a bicycle or
animal, cart or boat. Indonesia is the only coun-
try where the majority of women use motorised
transport.

The travel time to obtain delivery services is
similar to that reported for antenatal and other

sarvices in al countries except Zimbabwe. This
suggests that, at least in rural areas where facili-
ties are more scarce, the same facilities are pro-
viding both ANC and delivery care. It is impor-
tant to note, however, the very different circum-
stances that prevail around the time of delivery
that may act to delay travel time. Most notably
the timing of the onset of labour is unpredict-
able. It may occur a night when there is little
transport available, and the time taken to travel
any distance is increased because of concerns
about safety and poor lighting on bad roads.
Access by road may be seasonal, and drivers,
because of cultural taboos, may refuse to trans-
port labouring women. When transport is un-
available and women have to walk to seek care,
the physical process of labour also adds to the
travel time so that estimated times for reaching
delivery care here are likely to be an under-
representation of thereal timerequire

4.5 Avdilability of outreach

services

Health facilities in remote rural areas may have
large catchment populations widely dispersed
over many hundreds of square miles. In order to
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Figure4.2
Per cent of currently married women aged 15-49 living in clus-
terswherethereisa Trained Midwife (TMW) by rural/urban
residence
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increase coverage, some may operate outreach
services to reach rural women who have neither
the time nor the economic resources to travel
long distances. Table 4.5 shows the percentages
of women who live in clusters with access to a
mobile clinic service in the three countries —
Bangladesh, the Philippines and Uganda — where
a question about access to mobile services was
asked. Bangladesh has achieved a high coverage
of primary hesalth care services because of the
wide availability of mobile clinic services and
more than two-thirds of women live in clusters
where mobile clinics are held. Fewer than onein
five women in Uganda and the Philippines has
access to mobile services.

4.6 Avadilability of a skilled

provider

Providing women with access to a skilled
attendant at delivery is now considered the main
strategy to reduce maternal mortality. Although
there is dtill debate as to what constitutes
“skilled,” there is consensus that professionals
with obstetric training (nurses, midwives and
doctors) are skilled providers (UNFPA & d.,
1997). The SAM assessed the availability of

trained midwives (TMWSs) but not other skilled
providersin five out of the ten countries. °

Most women in Benin have access to a local
midwife, but in all other countries only one-third
to one-quarter of women have access to a
midwife. In Benin and Mali more than 70% of
urban women live in clusters where there is a
TMW, whereas in Indonesia midwives are found
equally in urban and rural areas (Figure 4.2).

Appendix Table 4.6 also shows the availability
of traditional birth attendants (TBA). Since
TBAS' are more likely to work in communities
with traditional lifestylesit is to be expected that
rural communities will have access to a TBA.
Most rural women live in communities where
there is a TBA, and in five countries (Mali,

® A TMW is a hedlth professional who has successfully
completed a course in midwifery and is able to give the
necessary supervision, care, and advice to women dur-
ing pregnancy, labour, and the post-partum period.

"In the DHS surveys, a TBA is defined as a local
woman who by profession or designation is the person
to whom other women come to for assistance during
childbirth.

The Availability of MCH Services
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Uganda, Zimbabwe, Indonesia and Haiti®) at
least three-quarters of women have access to a
TBA. By contrast, in most urban areas, only
one-quarter of women live in communities
wherethereisa TBA.?

8 The figure for Haiti includes data on both trained mid-
wives and matronnes.

9 Although more than 90% of women deliver with a TBA
in Bangladesh, questions related to the availability of TBAS
were not included.
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| 5. The Availability and Use of Antenatal Care I

Pregnant women need access to a wide range of
services in the antenatal period. Good quality
antenatal care should include services that
monitor the progress of the pregnancy, screen
and treat for obstetric, health or nutritional
problems, provide preventive care such as teta-
nus toxoid immunisation and iron/folate sup-
plementation as well as health education and
counselling to help women prepare for a healthy
and safe delivery (WHO,1994; WHO, 1997a).

Despite considerabl e variation in the content and
quality of antenatal care between countries, epi-
demiological studies tend to suggest an associa-
tion between ANC and improved health out-
come, although the strength of this association is
much greater for newborn infants than for their
mothers. As yet there is no consensus on the
ideal ANC schedule, although a minimum of
four visits, with the first beginning as early as
possible in pregnancy, has been proposed™
(Knowles, Leighton and Stinson, 1997).

During DHS I11, ANC data were collected from
women on type of health care provider, the
number of antenatal visits and gestational age at
first visit. Using the SAM data, coverage of
antenatal care services has been linked to data
on the rural population of women to assess the
influence of distance on the timing and fre-
quency of visits for ANC. It is important to em-
phasise, however, that this comparative analysis
can make no allowance for other important de-
terminants such as the variation in quality of
care or frequency and of timing of visits be-
tween countries

5.1 ANC coverage

ANC coverage varies widely between countries
(Figure 5.1 and Appendix Table 5.1.) During
their last pregnancy, more than three quarters of
women attended for antenatal care with a skilled
provider in Benin, Indonesia and the Philippines,
and in Uganda and Zimbabwe more than 90%

1% The outcome of a large multi-centre trial to help resolve
some of these issuesis awaited (WHO 1999a).

did so. In Mali, less than half of all pregnant
women received antenatal care, even when those
who attended for care from health staff below
thelevel of a doctor or nurse are included.

In urban areas, at least half of all pregnant
women attend for antenatal care, and in eight
countries 80% of women attend at least once.
Coveragein rural areas is much lower.

Less than a quarter of rural women attended for
antenatal care in Bangladesh compared to over
90% of women in Uganda and Zimbabwe. This
disparity in rural/urban service provision is
greatest in countries with the lowest overall
coverage. In Bangladesh, Balivia and Mali ur-
ban coverageistwicethat of rural areas.

Women and babies who receive no antenatal
care experience the worst perinatal outcomes. In
urban Uganda, Zimbabwe and Indonesia, ante-
natal coverage is amost universal, whereas in
Bangladesh coverage is limited to only half the
urban population. Likewise, the proportion of
rural women who receive no antenatal care is
higher than in urban areas. Three-quarters of
rural Bangladeshi women have no antenatal care
compared to less than one in ten women in
Uganda, Zimbabwe or the Philippines.

5.2 ANC: the provider

Patterns of care, as reflected in the type of health
provider, vary widely between countries and
regions. As Appendix Table 5.2 shows, in Africa
and Indonesia, ANC is a midwifery-based serv-
ice. Midwives provide the majority of care in
every country except Mali where ANC is pro-
vided by midwives and lower-level health work-
es (in this case auxiliary midwives and ma-
trones) equally.

Doctors provide at least half of all ANC in
Bangladesh, Haiti, Bolivia and the Philippines.
In urban settings a much higher proportion of
ANC is doctor-based. This is most evident in
Bolivia where antenatal care is provided almost
exclusively by doctors. Since in most countries

The Availability and Use of Antenatal Care
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Figure5.1

Per centage of all births 3-5 years before the survey for whom
women report receiving antenatal carefrom a skilled provider by
rural/urban residence.
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doctors are urban-based and the majority of the
female population live in rural areas, it is per-
haps unsurprising that the lowest overall ANC
coverage is in the countries where doctors are
responsible for the mgjority of antenatal service
provision.

Traditional birth attendants (TBAS) provide a
significant proportion of antenatal care only in
the Philippines and CAR.

5.3 The influence of distance on the
timing and frequency of ANC

Appendix Tables 5.2 and 5.3 show how distance
to a hedlth facility is associated with the fre-
quency and timing of ANC for rural women.
Appendix Table 5.2 shows where women livein
relation to when they first attended for ANC. In
all countries, women who live nearer to a health
facility are more likely to attend for ANC earlier
in their pregnancy compared with those who live
further away. Women living further away are
more likely to attend ANC later or not at all.
This is most clearly seen in the Francophone
countries and Indonesia.

In Benin, the median distance to a health facility
for women who attend ANC in the first six
months is 3.7 km, compared to 5.6 km for
women who attend after this time and 7 km for
women who have no antenatal care. In Uganda
and particularly Zimbabwe, where almost all
women attend for ANC, this differential, al-
though present, is very small.

Appendix Table 5.3 shows that distance also has
an influence on the number of ANC visits. In
most countries, women who attend for ANC live
closer to the health facility than those who do
not attend and women who attend most often
live the nearest. The number of visits is in-
versdy associated with the median distance
from the health facility. For example, in Benin,
women who attend four or more times on aver-
age live 3 km from the nearest health facility.
Women who attend for 1-3 visits live on average
5 km from a facility, and women who do not
attend at all live 7 km away.
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| 6. The Availability and Use of Delivery Care I

Providing women with appropriate care a the
time of delivery is the most crucial component
of any maternal health service sinceit is around
this time or shortly afterwards that the majority
of maternal and neonatal deaths occur (UNICEF,
1999). Edtimates suggest that up to 40% of all
women may develop some type of complication
requiring special help during delivery, and in
15% of cases these complications may be severe
enough to warrant operative delivery (UNFPA et
a., 1997; WHO, 1999b). Increasing the propor-
tion of deliveries that take place with a skilled
attendant has therefore become the primary fo-
cus for international programmes aimed at re-
ducing maternal and newborn mortality and
morbidity.™

The DHS I1I surveys collected data on recent
births according to the place and type of health

care provider present at delivery. Coverage of
delivery care from the DHS women's question-
naire was linked to the SAM data to assess the
influence of distance on the choice of health care
provider and place of delivery.

6.1 Place of delivery

Appendix Table 6.1 and Figure 6.1 show where
women deliver according to urban rural resi-
dence. In most countries the majority of births
occur at home, but there are widespread differ-
ences between countries and regions. In Haiti,
Indonesia and Bangladesh at least 80% of deliv-
eries take place at home, whereas in Benin and
Zimbabwe most births take place in a hedlth
facility.

Figure6.1
Per centage of all births delivered in a health facility by
Urban/Rural residence

B Rura EUrban

A skilled attendant, as defined by WHO, is a skilled
midwife, nurse, nurse/midwife or doctor who has com-
pleted a set course of study and is registered or legaly
licensed. A skilled attendant should be able to manage
normal deliveries, prevent iarogenic complications, and
manage or refer complications in a timely manner (UNFPA
etd., 1997).
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Overall, deliveries in the five African countries
are more likely to take place at a health facility
than in the three Asian countries. This is par-
ticularly evident in urban areas. Three-quarters
of urban African women deliver in a health fa-
cility compared to approximately half the urban
women in the three Asian countries and Haiti. In
Bangladesh delivery in a health facility is un-
common, even in urban areas.

Most facility deliveries occur in hospital in both
rural and urban areas, except in Benin where the
majority take place in health centres and in Mali
where most deliveries occur in facilities below
the leve of a health centre.

Hospital births, as a proportion of all facility
births, are more common in urban areas. In Be-
nin, CAR and Zimbabwe there are also signifi-
cant numbers of urban deliveries taking place in
health centres, and in Mali two-fifths of urban
births occur in facilities below the health centre
level.

In rural areas, hospital births likewise account
for the greatest proportion of deliveriesin facili-
ties, athough overall numbers are much less.

One-third of rural deliveries take place in hos-
pitals in Zimbabwe but are uncommon in rural
areas in all other countries (Appendix Table
6.3c.)

6.2 Delivery attendant

There are also widespread differences across
countries in the type of attendant present at de-
livery, particularly between urban and rural ar-
eas. A skilled attendant, is present at the major-
ity of deliveries in only three countries, Benin
Zimbabwe and the Philippines, and in Bangla-
desh fewer than 10% of all births take place
under the supervision of a skilled attendant.

As Figure 6.2 shows, at least two-thirds of urban
women dediver with a skilled attendant in all
countries except Bangladesh. Most rural deliv-
eries, by contrast, take place in the absence of
skilled care in all countries, apart from Benin
and Zimbabwe.

Of the countries represented here, TBASs attend
less than one-fifth of the deliveries in African
countries and up to a half of al deliveries in the
three Asian countries.

Figure6.2
Per cent of all births 3-5 year s preceding the survey with a
skilled attendant at delivery by urban/rural residence.
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In countries where TBAS are less common, more
women deliver alone. In Mali and Uganda up to
12% of all women deliver alone and in Bolivia a
family member may be the only other person
present in up to 40% of deliveries.

Appendix Tables 6.3a-c summarise where
women in these ten countries gave birth in the 3-
5 years preceding the survey, stratified by the
type of attendant at delivery.

For seven out of the ten countries, the proportion
of deliveries with a skilled attendant is very
similar to the proportion of deliveries that take
placein a health facility, except in Indonesia and
the Philippines where domiciliary services are
available and up to a quarter of the of the home
births are assisted by a midwife These
domiciliary delivery services are uncommon in
other countries. In Haiti the apparently high
proportion of deliveries with a skilled attendant
is an artifact, as the category of “matrones’ (or
trained traditional birth attendants) was com-
bined with the category of skilled midwifein the
original questionnaire.

Midwives, nurses or nurse-midwives conduct
the majority of 'skilled attendant’ deliveries in
African countries and Indonesia. In Balivia and
Haiti, practically all deliveries are attended by
doctors, and in the Philippines and Bangladesh
doctors are responsible for half the skilled atten-
dant births.

Patterns of care vary from country to country,
but some broad regional patterns of service de-
livery emerge showing that, in general, urban
deliveries are more likely to take place in hos-
pitals and that a greater proportion are attended
by doctors. In Francophone Africa attended
deliveries are conducted by nurse-midwives in
hospitals and health centres and by midwives in
health centres in rural areass. In Uganda and
Zimbabwe, whilst midwives conduct the major-
ity of deliveries, even in rural areas most deliv-
eries occur in hospitals.

In Bangladesh, Bolivia and the Philippines
skilled attendants are mainly doctors working
out of hospitals even in rural areas. Few health
facility deliveries in these countries take place
below hospital level.

Figure6.3
Likelihood of delivering at a health facility: Odds ratios of
delivering at a health facility for women living beyond 5 km
compared to women living within a5 km radius of a facility.
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6.3 The influence of distance and

time on delivery choices

Appendix Table 6.4 shows how the proportion
of rural births taking place at a health facility is
influenced by the proximity to the nearest deliv-
ery facility. In every country, women who live
nearer to a health facility are more likely to de-
liver at a health facility. The proportion of births
that take place at a health facility is higher for
women who live closer to the facility, and the
median distance that women live from a facility
is shorter for those delivering at a facility than
for those delivering esewhere. In Benin, for
example, women who do not deliver at a health
facility live twice as far away as those who do.

The degree to which distance influences care
seeking is shown in Figure 6.3. Here the odds
ratio of delivering at a health facility, after al-
lowing for the effect of education (used as a
proxy for socio-economic status) is shown
graphically. Women with some degree of edu-
cation are between 1.5 and 4.5 times more likely
to deliver at a facility than women with no edu-
cation. However, proximity to services is also a
strong and independent determinant of services
use. In every country, women who live further
than 5 km from a facility are between 25% and
75% less likely to deliver at a facility than those
who live within 5 km.

The association between proximity and use was
also investigated by exploring whether proxim-
ity to services was associated with delivery with
a skilled provider. Since most deliveries with
skilled attendants take place in health facilities
and distance to the nearest delivery provider was
not asked in the SAM, distance and time to the
nearest delivery facility were used to explore the
association between proximity and delivery with
a skilled attendant. There is a consistent asso-
ciation between use of a skilled attendant at birth
and proximity to services. Pregnant women who
live nearer hedlth facilities, both in terms of
distance (Appendix Table 6.5) and time (Appen-
dix Table 6.6), are more likely to deliver with a
skilled attendant than women who live further
away. Even in Indonesia, where the situation is
complicated by the high proportion of midwife-
attended home births, the median distance to the

health facility providing delivery care is signifi-
cantly lower for women who deliver with a
skilled attendant than without (1 kmvs. 3.7 km),
as is the median travel time (20 minutes vs. 46
minutes).

These effects persist in a multivariate analysis.
After controlling for education, women who live
more than an hour from a facility are between
30% and 65% less likely to deliver with a skilled
attendant at a facility than women who live less
than an hour away (See Appendix table M2).
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| 7. Emergency Care I

If deaths from pregnancy complications are to be
averted, services need to be available as close to
women as possible in order to provide rapid
access to emergency care. Postpartum haemor-
rhage, which is responsible for more than a
quarter of all maternal deaths, may kill within
the space of a few hours unless appropriate care
is available (UNICEF/WHO/UNFPA, 1997).

Two indicators to monitor women's access to
services that have gained widespread accep-
tance, but have yet to be implemented on a large
scale, are the number of facilities with func-
tioning basic essential obstetric care (BEOC)
and comprehensive essential obstetric care
(CEOC) per 500,000 population. Although these
indicators provide an important assessment of
the actual functioning of services, both require

special surveys that are costly to perform, and as
yet few countries have carried out these assess-
ments” (UNICEF / WHO / UNFPA, 1997).
Moreover, these indicators are service ratios that
make no allowance for variations in population
density and which may disguise widespread
inequity in service provision between popula-
tions. Since most facilities that meet these crite-
riatend to be in urban aresas, the use of these two
indicators as comparative measure of services
accessis limited.

An alternative approach, as proposed by the
WHO facility survey working group, is to
measure the percentage of the population that
lives within one hour's travel time of a health
facility offering EOC (WHO, 1999a). Since the
SAM reies only on community self report, the

Figure7.1
Per cent of currently married women aged 15-49 who live within
10 km of a hospital by rural/urban residence.
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2 Many district studies carried out by WHO suggest that
few facilities, even at hospital level, are able to meet these
criteria, and only a minority of women has access to either
Basic Essentid Obstetric Care (BEOC) or Comprehensive
Obstetric Care (CEOC.) Daa emerging from the first
national level study in Kenya confirm these findings.
(Kenya Services Provision Assessment, in draft.)

Emergency Care
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data that are collected are insufficient to
categorise facilities as providing services
according to whether they meet EOC criteria.
However, since facilities that provide EOC will
typically be hospitals, which should be able to
perform at least some of the EOC functions, the
SAM can provide an estimate of the proportion
of women who have access to a hospital as a
proxy for awoman's access to emergency EOC.
Appendix Tables 7.1 and 7.2, respectively,
show the percentage of women who live within
a 10 km radius of a hospital and within one
hour’ s travel time of a hospital.

In the Philippines, three-quarters of the married
female population live within a radius of 10 km
of a hospital, compared to approximatdy half
the married female population in Bolivia and
Haiti and less than one-third of married women
in al the remaining countries (Appendix Table
7.1)

Although access to care is much better in urban
than rural areas (Figure 7.1), between 10 and
40% of urban women, nevertheless, live more
than 10 km from a hospital. By contrast, only a
quarter of rural women in eight countries have
access to a hospital within 10 km. In Mali where
access to care is worst, less than 5% of rural
women live within 10 km of a hospital.”® Al-
though the proportions of women who live
within one hour of a hospital are marginally
higher than those who live within 10 km, the
fact remains that for many women in the coun-
tries included in this report there are effectively
few emergency services available.

13 In Appendix Tables 7.1 and 7.2 there are substantia
proportions of women who live in clusters where the dis-
tance to the nearest hospital was not recorded. Since key
informants were chosen for their knowledge of the commu-
nity, it can reasonably be assumed that the missing data
most likely represent women living in communities where
the key informant was unaware of the nearest hospita
because it was a long distance away, beyond the 10 km
radius.
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| 8. Family Planning Services I

In the developed world, where one in 1800
women dies of an obstetric cause, pregnancy is
rarely a life threatening condition. By contrast,
in some devel oping countries such as Ethiopiaor
Afghanistan up to one in ten women faces this
risk. In such circumstances, family planning
services play a key role in both reducing mater-
nal mortality and improving maternal health,
preventing perhaps as many as one in four ma-
ternal deaths (USAID, 1999). First, by reducing
total fertility, family planning services lessen the
lifetime risks of women developing pregnancy
related complications. Secondly, by preventing
unwanted pregnancies, total numbers of unsafe
abortions are reduced. In many countries where
access to safe abortion is restricted or illegal,
unsafe abortion is the most common cause of
maternal mortality (UNFPA, 1997).

DHS surveys collect information on women's
knowledge and use of contraception, and these
data have been linked to data collected in the
SAM to examine the influence of distance on
use of contraceptive services. The SAM did not
collected data in any consistent way on the type
of family planning services available at each
facility.

8.1 Use of contraception

DHS surveys collect data on modern, traditional
and folk contraceptive methods. Use of any
method of contraception varies across countries,
with women using a variety of traditional and
modern methods. Although in recent years there
has been a substantial rise in the proportion of
women using contraception in several of the
countries included in this report, the overall
percentage of married women using contracep-
tion remains small in many countries, from 6.7%
to 16.4% in four African countries and between
40% and 54.7% in the remaining countries (Fig-
ure8.1.) Indonesiaistheonly country where the

14 Data on the availability of various contraceptive meth-
ods were collected in only two out of the ten countries and
was therefore not included in this report.

majority of currently married women are using
any form of contraception.

Apart from Zimbabwe, where almost half the
married female population report using contra-
ception, rates of contraceptive use are much
higher in the non-African countries. In these
countries, modern methods account for the
greatest proportion of use, except in Bolivia,
where traditional methods, used by a quarter of
the population, are the most popular method.
Traditional methods are also the contraceptive
method of choice in Benin, CAR and Uganda.
By comparison, modern methods of contracep-
tion are almost exclusively used in Indonesia,
and in Mali few women use contraception of any

type.

The differentials between the proportions of
women using contraception in rural compared to
urban areas are ratively low when compared to
the differentialsin service utilisation for deivery
care. See Appendix Table 6.1. The greater avail-
ability of contraceptives through community-
based distributors (CBDs) in Bangladesh, Indo-
nesia and the Philippines is likely to be one rea-
son to account for this.

8.2 Use of a modern method of
contraception

The association between use of a modern
method of contraception and distance to the
nearest facility providing family planning serv-
ices is shown in Appendix Table 8.2. Although
smaller percentages of women overall use a
modern method compared to the previous tables
of services use, antenatal and delivery care, there
is still a consistent association across countries
between the proportion of women using a mod-
ern method of contraception and proximity to a
health facility. This association is seen in both
the percentage distribution of women using a
modern method, which is higher for women
living closer to a facility, and in the median dis-
tances from the facility, which are shorter for
women using contraception.

Family Planning Services
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This association is not seen in Indonesia and
Zimbabwe. Nevertheless, these effects persist in
amultivariate analysis controlling for the effects
of education (Appendix Table M1). Even though
education is a very strong determinant of use —
women with some education are between two
and four and half times more likely to use con-
traception than women without education — a
persistent but weaker effect of proximity on
contraceptive use is ill evident. Women who
live further than 5 km from a facility providing
contraception are on average 30% less likely to
use contraception than those who live within 5
km (range 5-60%). This association is weakest
in Indonesia and strongest in the Francophone
countries and Bolivia

Figure8.1
Per centage of currently married women aged 15-49 using a
modern method of contraception by urban/rural residence
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| 9. Conclusions I

This report has compared the main findings on
health services availability in ten countries car-
rying out the DHS Services Availability Mod-
ules between 1993 and 1996 and some of the
corresponding data on health services utilisation
taken from the DHS surveys during the same
period. The report shows that in most countries
the majority of women attend for ANC, that a
minority of women deliver with a skilled atten-

dant, and that contraceptive practice varies
widely between countries. Considered in isola-
tion, these findings are unremarkable. The data
have been previously published in individual
country reports and are in keeping with many
other sources of information on maternal health
coverage (UNFPA et al., 1997; WHO, 19974).

Figure9.1
Per centage of all births whose mothers attended at least one ANC visit
and who deliver ed with a skilled attendant for RURAL areas

EANC EDC

Per centage of all births whose mothers attended at least one ANC visit
and who deliver ed with a skilled attendant for URBAN areas

EANC EDC
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The strength of a comparative report, however,
is that it identifies patterns and themes between
countries, identifying common areas of need. In
particular, this report reveals how pregnant
women lack access to services at every stage of
their pregnancy and it identifies marked dispari-
ties between urban and rural areas, differentials
that are obscured when only national estimates
are considered. In every country and in every
type of service considered here, access is far
greater in urban areas; urban women live nearer
services, have better access to emergency care
and have a much greater choice of service pro-
vider than their rura counterparts.

Whilst these findings are to be expected, they
are rardly quantified and rarely used for target-
ing programme interventions. Twice as many
urban women, for example, live within 5 km of
any facility and two to three times as many ur-
ban women live within 10 km of a hospital or 5
km of a ddivery facility. In Mali, where over a
third of the rural population live beyond 15 km
from the nearest delivery facility, four times as
many urban women live within 5 km of a deliv-
ery facility as rural women. Indeed, in terms of
services availability, urban populations in differ-
ent countries are more alike than urban and rural
areas within the same country.

More importantly, the report also shows that
proximity to health services is consistently asso-
ciated with greater use in every type of service
considered: antenatal care, delivery care and
family planning. Rural women who live nearer
health services are not only more likely to seek
antenatal care more frequently and earlier in the
pregnancy, but are also more likely to deliver at
a health facility, more likely to use a skilled
attendant and more likely to use a modern
method of contraception.

Adding further weight to the evidence that
proximity to health services has an association
with women’s care seeking behaviour is the fact
that distance and time both appear to exert a
variable dose-response effect which is evident in
both the bivariate and multivariate analyses in
many of the tables. For example, Ugandan
women living within 5 km of a facility are twice
as likely to deliver at a facility than women liv-

ing between 5 and 14 km from one, and are four
times more likely than women living more than
15 km from afacility.

Of considerable interest is the fact that proximity
to services appears to be a much greater disin-
centive to women seeking care around the time
of delivery than at other times during pregnancy.
The odds ratios from multivariate analysis for
women living beyond 5 km compared with those
for women living within 5 km of ahealth facility
are consistently lower for ddivery with a skilled
attendant than for ANC with a skilled attendant
(not shown). It is generally well recognised that
the proportions of women attending for antenatal
care are far higher than those seeking care with a
skilled attendant. In Figure 9.1, the proportions
of women attending for antenatal care and deliv-
ery care show wider variation in rural than urban
areas, perhaps also suggesting that services
availability might account for some of these
differences.

Geographical proximity to services is only one
of the many determinants of health services
utilisation and detailed analysis of other eco-
nomic, social and cultural determinants are be-
yond the scope of this report. Moreover, this
type of comparative analysis can make no al-
lowance for differences between countries in the
quality of care availability of appropriatey
skilled staff, health equipment, supplies and
medicines, clinic opening times and many other
factors which are in themselves very powerful
determinants of health services use. Because of
the implications of the findings, a limited multi-
variate analysis was conducted to examine the
role of education as a potential confounder.
Education is known to be an important direct
determinant of services use as well as an indirect
determinant because of its association with so-
cio-economic status. The results of this analysis
shown in Tables M1-M3 clearly demonstrate
that education has a powerful influence on serv-
ices utilisation, but that geographical proximity
also has a very strong and independent effect.
Although confounding by other influences can-
not be precluded without further detailed analy-
ses, the persistence of the association after con-
trolling for education, the incremental effect of
proximity and use of services in both bivariate
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and multivariate analyses and the consistency of
the association across countries and type of
services delivered, together suggest that prox-
imity is a strong determinant of use.

9.1 Implications for current

international policies and
programmes

The findings of the report have a number of
policy implications. First, low services avail-
ability is dtill a major barrier to care in many
countries, even in those countries whose national
estimates suggest rdatively high services cover-
age. Many rural women live in areas where the
physical terrain and the distances involved when
seeking care mean that services are effectively
unavailable. Although improving services qual-
ity is an important consideration, for these
women, the priority must be to increase services
coverage.

Secondly, in order to improve programme man-
agement, countries and agencies reporting health
services data should be encouraged to stratify
their indicators by appropriate differentials. This
report on geographical proximity considered
only stratification by urban/rural residence in
any detail, but further analysis would most likely
reveal other disparities between subgroups as
was shown in the utilisation data for educated
and non-educated women. Stratification would
have two principle purposes. Programmes could
target scarce resources to those most in need and
the stratification would permit some monitoring
of whether health programmes have an impact
on increasing or decreasing equity between sub-
groups. Unless this is done, programmes de-
signed to improve access may appear to be
achieving progress, but, in fact, may only be
serving to increase inequity. For example, a
programme aimed at increasing delivery with a
skilled attendant may appear to increase access
when national data only are considered but in
fact achieve its effect by raising provision in
only the more programmatically accessible ur-
ban areas.

The difficulties of assessing countries' progress
towards the benchmarks established at ICPD +5
illustrate this problem. The conference set

benchmarks of 80% of births attended by a
skilled attendant by 2015 and 60% of births in
countries with high maternal mortality. Interim
targets for these high mortality countries are for
at least 40% of births with a skilled attendant by
2005, 50% by 2010 and 60% by 2015 (WHO,
1999h).

When national aggregates alone are considered,
of the countries in this report, six out of the ten
have already achieved their 2005 target of 40%
of deliveries with a skilled attendant and nine
out of ten have achieved their target if urban
populations alone are considered. The picture is
very different for rural populations, and only
two countries, Benin and Zimbabwe, have al-
ready exceeded their target. Many others require
large percentage increases over present levels,
and Mali and Bangladesh require more than a
sixfold increase.

Not only are these very large increases, but
women who deliver currently with a skilled
attendant are more likely to represent those who
already have the most ready access to services.
Poor infrastructure, particularly poor roads and
lack of transport in many of these communities,
is a major barrier to care, and increases in the
numbers of attended births will become incre-
mentally more difficult as progressis made. By
far the greatest obstacles are faced in Mali where
only 7% of rural women currently deliver with a
skilled attendant, only 7% have access to an all-
weather road and less than a quarter live within
5 km of afacility providing delivery care.

Taken in isolation, these data alone appear to
suggest that ICPD benchmarks are already un-
attainable for rural populations in many coun-
tries. If national data are disaggregated in other
ways, similar problems for other subgroups of
the population are likely to be revealed. Pro-
grammes must have available accurate basdine
data in order to set redlistic targets. Although an
ambitious goal may beimportant for advocacy at
the outset of any programme, as time progresses
such a goal is in danger of becoming at best a
noble aspiration and at worst an ignored irree-
vance.

Conclusions
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9.2 Implications for monitoring
and evaluation: The role of

the SAM in linking population
and survey data

Two conceptually different approaches have
been used to date by DHS to aobtain information
linking health services and population-based
data. The advantage of the SAM was that it pro-
vided a unique, reatively cheap and methodol-
ogically simple method for determining a popu-
lation-based estimate of the geographical prox-
imity of services to the population. Its disad-
vantage, however, was that it could only provide
limited information on the types of services
available. Whilst it provided information about
the availability of health services to a represen-
tative sample of the population, it did not pro-
vide any information representative of health
facilities. The need for more comprehensive
health services data for programme planning
purposes led to it eventually being superseded
by another type of survey, the Services Provi-
sion Assessment (SPA).

The SPA uses a facility-based sample to provide
detailed information about the quality and per-
formance of a nationally representative sample
of health facilities, allowing, for example, as-
sessments to be made of the actual functioning
of services such as the proportion of facilities
that are able to provide Basic or Comprehensive
Essential Obstetric Care.  The disadvantage of
the method, however, is that it is methodologi-
cally more complex, more expensive and does
not provide data that are representative of a
population of women. Although the SPA has
theoretically superseded the SAM, it is clear that
the two surveys collect very different types of
information. The SAM provides data on access
and availability of health services to a represen-
tative sample of women, whilst the SPA pro-
vides data on the availability, quality and use of
health services in a representative sample of
health facilities. Both types of survey serve fun-
damentally different purposes and the data are
complementary rather than mutually exclusive.

As programmes to promote the availability and
quality of health services increase in line with
the goals outlined in ICPD+5, there is likely to

be greater demand for data to evaluate health
systems performance and increased interest in
exploring the relationship between health sys-
tems peformance and health outcome. One
approach to linking, as has been attempted in the
SPA in Kenya, is to link hedlth facilities sam-
pled from a SPA to the DHS survey population
based on geographical proximity. In Kenya,
GPS units were used to collect latitude and lon-
gitude data for both the surveyed hedlth facilities
and DHS clusters. In this way information was
obtained about the surveyed population in the
vicinity of the surveyed facilities (Kenya Serv-
ices Provision Assessment Report, in draft).
Several other approaches for linking population
and facility data have been proposed and tested,
but all have inherent advantages and disadvan-
tages and further research is continuing in this
area.

One of the greatest challenges facing maternal
health is the need to develop effective tools and
methods for monitoring purposes. Improved
information is vital for understanding the deter-
minants of maternal and newborn health and for
designing and testing effective interventions.
The goal of ICPD and the Columbo consulta-
tion, to reduce maternal mortality by half within
20 years by increasing access to health services,
has focussed our attention on providing women
with better access to care as well as the need for
developing tools and methods to monitor prog-
ress. Although geographical proximity is only
one aspect of many determinants of services
access, as this report has shown, it is clearly a
very important determinant of both access and
services use.

Few tools exist to measure services access. De-
spite the inherent assumptions and limitations of
the method, the Services Availability Module is
a cost effective approach for obtaining informa-
tion about proximity to services in countries
where DHS surveys are being implemented. In
the context of the difficulties that monitoring
maternal health presents and the clear need to
increase services coverage, the potential contri-
bution of the SAM for providing data on access
to health services should be reassessed. Poten-
tial contributors to this discussion should be
expertsinvolved in the devel opment of tools and
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methods for monitoring maternal health as well
as those experienced in the SAM methodol ogy.
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Table3.1a: Type of settlement

Percent distribution of ALL currently married women aged 15-49 by characteristics of their communities and households.

2 Village, ® Maintown, ¢ Other urban,

* Low Level Health facility refersto those facilities below a hospital or health centre.

Benin CAR Mali Uganda  Zimbabwe Bangladesh |ndonesia  Philippines Boalivia Haiti

Type of Settlement

Capitd City 8.5 18.1 10.2 5.0 23.8° 8.1 8.4 26.7 455 24.3

Other cities 26.3 23.0 14.6 14.1 5.6° 8.6 21.7 20.4 25.2 12.9

Rura 65.2 58.6% 75.2 80.9 70.6 83.3 69.9 52.7 29.3 62.8

Missing 0.0 0.3 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
N 4,198 4,083 8,222 5,136 3,788 8,980 26,186 8,961 5334 3,113
Notes.
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Table3.1b: Means of access and distance to near est town

Percent distribution of currently married RURAL women aged 15-49 by characteristics of their communities and households.

Benin CAR Mali Uganda Zimbabwe Bangladesh Indonesia Philippines Bolivia Haiti
Main means of access:
All weather road 63.8 51 7.1 50.7 91.0 N/A N/A 63.7 58.5 121
Seasonal road 30.9 61.0 86.1 26.8 74 N/A N/A 141 24.6 81.0
River/path/train 31 27.3 6.8 13.0 1.6 N/A N/A 4.4 5.6 54
Missing 22 6.6 0.0 9.5 0.0 N/A N/A 17.8 11.3 1.6
Distance to nearest townwith
20,000 or more (in km):
0-10 28.2 144 26.1 34.2 29 86.5 N/A 68.3 25.8 48.9
11-30 43.7 24.8 40.7 30.2 9.3 135 N/A 127 25.2 34.3
31-50 20.9 24.8 139 105 10.7 0.0 N/A 11 12.0 23
51-100 4.3 225 16.0 6.5 39.1 0.0 N/A 0.1 15.7 4.4
100 or more 0.0 7.0 3.2 0.6 37.2 0.0 N/A 0.0 8.9 0.0
Missing 29 6.6 0.0 18.0 0.8 0.0 N/A 17.8 125 10.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
N 2,739 2,562 6,044 4,523 2,674 7,967 18,595 4,323 2,177 1,954
Notes:

Questions on the main means of access were not asked in urban areas, hence only data relating to womenin rural clusters are presented.

N/A: Not Asked.




Table4.2 Distanceto the Nearest Health Facility

Percent distribution of currently married women aged 15-49 by distance to the nearest hedlth facility (excluding pharma-
cies).

Benin CAR Mali Uganda Zimbabwe Bangladesh Indonesia Bolivia Haiti

Rura
<5 km 48.1 233 239 51.0 28.0 73.3 46.1 40.6 417
5-14km 37.9 10.6 39.7 39.7 51.5 8.1 37.7 334 325
15+ km 13.1 235 35.1 7.3 20.5 10 13.6 219 22.2
Median 5.2 7.8 10.3 4.8 7.7 31 5.4 5.7 55
Totd 2,739 2,562 6,044 4,523 2,674 7,967 18,595 2,177 1,954
Urban
<5 km 89.4 93.0 97.1 99.2 94.8 91.7 81.6 98.3 62.7
5-14km 7.9 0.6 1.0 0.0 5.2 4.1 5.7 0.6 9.5
15+ km 20 0.0 20 0.0 0.0 0.0 49 0.0 9.9
Median <1 <1 <1 <1 12 <1 16 <1 2.9
Tota 1,459 1,521 2,178 613 1,114 1,013 7,591 3,157 1,159
Total
<5km 62.4 49.3 431 56.7 47.6 75.3 56.4 4.7 495
5-14km 27.5 6.9 294 35.0 379 1.7 284 14.0 24.0
15+ km 9.2 14.8 26.3 6.4 14.5 0.9 11.0 8.9 17.6
Median 19 14 6.6 4.3 5.3 19 3.9 <1 4.6
Totd 4,198 4,083 8,222 5,136 3,788 8,980 26,186 5,334 3,113
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Table4.3: Distanceto the near est mater nal health service

Percent distribution of currently married women aged 15-49 by distance to nearest facility providing antenatal care, delivery care
and family planning services according to rural/urban residence

Benin CAR Mali Uganda Zimbabwe
Distance
ANC DC FP ANC DC FP ANC DC FP ANC DC FP ANC DC FP
RURAL
<1km. 26.2 25.3 26.9 14.7 15.2 17.1 14.3 14.3 12.1 9.3 8.7 13.6 6.9 6.4 7.8
1-4 km. 19.6 20.2 205 7.1 71 7.1 6.2 6.2 4.3 31.1 26.9 25.2 19.7| 182 18.3
5-14 km. 40.2 40.5 355 8.9 8.9 79 36.8 37.7 31.2 44.2 44.3 35.0 50.8 | 51.7 51.3
15+ km. 13.1 13.1 16.2 24.4 227 25.3 37.6 36.7 36.2 134 17.4 21.1 226 237 22.7
DK/Missing 0.9 0.9 0.9 449 46.1 427 5.0 5.0 16.3 21 2.6 51 0.0 0.0 0.0
Median 5 5 5 10 10 10 12 11 13 5 6 5 8 8 8
URBAN
<1km. 60.2 58.8 63.1 49.2 30.3 57.3 75.6 67.4 81.4 37.8 323 51.4 345( 202 44.0
1-4 km. 25.4 26.1 25.8 405 46.4 35.7 20.2 27.7 11.3 59.2 65.6 458 50.0( 51.4 447
5+ km. 13.8 14.4 8.8 33 85 0.6 3.2 3.0 33 22 14 0.8 128| 26.1 10.5
DK/Missing 0.7 0.7 23 6.9 14.8 6.4 11 1.9 40 0.8 0.8 2.0 2.3 2.3 0.8
Median <1 <1 <1 <1 2 <1 <1 <1 <1 1 1 <1 1 2 1
TOTAL
<1km. 38.0 37.0 395 27.6 20.8 321 30.6 28.4 30.4 12.7 115 18.1 151 105 184
1-4 km. 21.6 223 223 19.5 21.7 17.8 9.9 11.9 6.1 345 31.6 27.7 286 279 26.0
5-15 km. 30.3 30.7 24.9 6.8 8.7 5.1 27.1 27.7 23.0 39.2 39.2 30.9 39.0( 434 38.3
15+ km. 9.2 9.2 11.9 15.3 14.2 15.9 28.4 27.8 27.4 11.8 15.3 18.6 166| 175 17.0
NS/missing 0.8 0.8 14 30.8 345 29.1 40 4.2 13.0 1.9 24 47 0.7 0.7 0.2
Median 3 3 3 2 2 1 7 7 8 4 4 3 6 7 5
Total 100.0| 100.0 100.0| 100.0| 100.0| 100.0| 100.0| 100.0| 100.0| 100.0( 100.0( 100.0 100.0 | 100.0 | 100.0
N 4198 | 4198 4198 | 4083 | 4083| 4083 8222 8222| 8222 5136 5136 5136 3788 | 3788 | 3788

ANC: Antenatal Care, DC: Deliver Care, FP: Family Planning, NS: No service
Missing data excluded from the cal culation of the median
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Table4.3 (contd.): Distanceto the nearest mater nal health service
Percent distribution of currently married women aged 15-49 by distance to nearest facility providing antenatal care, delivery care and
family planning services according to rural/urban residence
_ Bangladesh Indonesia Philippines Bolivia Haiti
Distance
ANC DC FP ANC | DC FP ANC | DC FP ANC DC FP ANC DC FP
RURAL
<1km. N/A N/A N/A 11.9 89| 141 N/A N/A N/A N/A N/A 12.7 0.0 0.0 N/A
1-4 km. N/A N/A N/A| 426 278| 451 N/A N/A N/A N/A N/A 9.7 429 27.4 N/A
5-15 km. N/A N/A N/A| 359 352 329 N/A N/A N/A N/A N/A 27.6 35.0 28.0 N/A
15+ km. N/A N/A N/A 75| 152 6.6 N/A N/A N/A N/A N/A 23.8 13.3 255 N/A
NS/missing N/A N/A N/A 22| 129 14 N/A N/A N/A N/A N/A 26.2 8.8 19.2 N/A
Median N/A N/A N/A 4 5 3 N/A N/A N/A N/A N/A 10 5 7 N/A
URBAN
<1km. N/A N/A N/A| 439| 248| 625 N/A N/A N/A N/A N/A 75.5 18.9 9.2 N/A
1-4 km. N/A N/A N/A| 494| 515 347 N/A N/A N/A N/A N/A 13.6 406 31.6 N/A
5+ km. N/A N/A N/A 58| 169 27 N/A N/A N/A N/A N/A 0.1 18.1 24.4 N/A
NS/missing N/A N/A N/A 0.8 6.9 0.2 N/A N/A N/A N/A N/A 10.7 224 34.9 N/A
Median N/A N/A N/A 1 1 0 N/A N/A N/A N/A N/A 0 3 3 N/A
TOTAL
<1km. N/A N/A N/A| 212| 135| 281 N/A N/A N/A N/A N/A 49.9 7.0 34 N/A
1-4 km. N/A N/A N/A| 446| 346| 421 N/A N/A N/A N/A N/A 12.0 421 28.9 N/A
5-15 km. N/A N/A N/A| 271 296| 241 N/A N/A N/A N/A N/A 11.3 26.1 24.6 N/A
15+ km. N/A N/A N/A 54| 111 47 N/A N/A N/A N/A N/A 9.7 10.9 18.0 N/A
NS/missing N/A N/A N/A 18| 112 11 N/A N/A N/A N/A N/A 17.1 13.9 25.0 N/A
Median N/A N/A N/A 2 3 2 N/A N/A N/A N/A N/A 0 4 5 N/A
Total N/A N/A N/A| 1000| 100.0| 100.0 N/A N/A N/A N/A N/A 100.0 100.0 100.0 N/A
N N/A N/A N/A | 26186| 26186| 26186 N/A N/A N/A N/A N/A 5334 3113 3113 N/A
ANC: Antenatal Care, DC: Déeliver Care, FP: Family Planning, NS: No service, N/A: Not Asked
Missing data excluded from the cal culation of the median
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Table4.4: Traved time and mode of transport to the near est mater nal health service

Percent distribution of currently married women age 15-49 by travel time (minutes) and mode of transportation to nearest facility
providing antenatal care, delivery care, child immuni sation and family planning services, according to rural-urban residence.

Benin CAR Mali Uganda Zimbabwe
ANC | DC FP | ANC | DC FP | ANC | DC FP ANC | DC FP ANC | DC FP
RURAL
<30 min. 415| 425| 452| 185| 203| 197| 196| 196 19.0 194| 185| 208 176| 176| 185
30-59 min. 216| 203| 221| 104 79| 104| 187 195 14.9 193| 186 16.6 173| 169| 166
1-2 hours 338| 341| 257 9.9 95 95| 352| 337 27.0 456| 448 38.8 485| 480| 516
3+ hours 2.2 2.2 61| 163| 163| 177| 181| 188 19.7 137| 155 187 148| 156| 129
NS/missing 0.9 0.9 09| 449| 461| 427 85 8.4 19.4 2.1 26 5.1 19 19 0.4
Median 30 30 30 45 45 45 60 60 60 60 60 60 60 90 75
M otorized 09| 129| 117| 154| 154 146| 225| 231 18.7 14| 135 135 243| 248| 243
Walking 449| 429| 429| 207| 285| 320 180| 186 17.7 514| 476 50.0 703| 69.8| 703
Other 433| 433| 446 7.6 7.6 82| 536| 524 46.4 349| 359 30.8 5.4 5.4 5.4
NS/missing 0.9 0.9 09| 474| 486| 451 5.9 5.9 17.2 2.3 30 5.7 0.0 0.0 0.0
URBAN
<30 min. 776| 776 779 729| 619 776| 888| 874 88.2 799 783 80.3 780| 700| 835
30-59 min. 122 122| 134 169 175| 122 5.1 5.0 5.4 175 191 137 69| 224| 129
1-2 hours 95 95 6.4 39 5.7 39 2.1 19 1.0 19 19 35 238 238 238
3+ hours 0.0 0.0 0.0 0.0 0.0 0.0 30 30 14 0.0 0.0 0.5 0.0 0.0 0.0
NS/missing 0.7 0.7 2.2 69| 148 6.4 11 2.8 4.0 0.8 0.8 2.0 23 47 0.8
Median 15 15 1 15 20 15 10 10 10 10 10 10 10 15 10
Motorized 53| 158 88| 198| 310| 129 62| 140 49 128| 202 8.3 191 329| 142
Walking 659| 646| 675| 637| 453 734| 77.6| 691 726 36.0| 466 52.1 786| 648| 850
Other 82| 190| 215 8.8 8.8 74| 140| 137 17.3 504| 325| 373 0.0 0.0 0.0
NS/missing 0.7 0.7 22 78| 148 6.4 2.3 31 5.2 0.8 0.8 23 23 23 0.8
TOTAL
<30 min. 540| 547| 566| 388| 358 413| 37.9| 376 374 266| 256 27.9 354| 331| 376
30-59 min. 84| 175| 190 126| 114| 110| 151| 157 124 191 187 16.2 71| 185( 155
1-2 hours 254| 256| 190 7.7 8.1 74| 264| 253 20.1 403| 39.7 34.6 350| 347| 373
3+ hours 14 14 40| 102| 102| 111| 141| 146 14.9 121 136 16.5 04| 110 9.1
NS/missing 0.8 0.8 14| 308| 345 291 6.5 6.9 15.3 19 24 47 20 2.7 0.5
Median 20 20 20 20 25 20 40 35 30 60 60 60 45 45 45
Motorized 124| 139| 107| 170| 212| 140| 182| 207 15.1 16| 143 129 228| 272| 213
Walking 522| 504| 514| 423| 347 474| 338| 320 323 496| 475| 502 728| 683| 746
Other 348| 348| 365 8.0 8.0 79| 431| 422 38.7 36.7| 355| 316 38 38 38
NS/missing 0.8 0.8 14| 326| 360| 307 5.0 5.2 14.0 2.1 2.7 5.3 0.7 0.7 0.2
Total 100.0| 100.0| 1000| 1000| 1000( 1000| 100.0| 1000| 1000| 100.0| 1000| 1000| 100.0| 100.0| 100.0
N 4198 | 4,198 4,98| 4,083| 4,083| 4,083| 8222 8222 8222| 5136| 5136| 5136| 3788| 3,788| 3,788




Table4.4: (Contd.)
Percent distribution of currently married women aged 15-49 by travel time (minutes) and mode of transportation to nearest facility
providing antenatal care, delivery care and family planning services according to rural-urban residence
Bangladesh Indonesia Philippines Bolivia Haiti*
ANC | DC FP ANC | DC FP ANC | DC FP ANC DC FP ANC DC FP
RURAL
<30min. N/A N/A N/A| 725 69.7| 729 N/A N/A N/A N/A N/A 30.3 214| 136 N/A
30-59 min. N/A N/A N/A 167| 181| 167 N/A N/A N/A N/A N/A 10.9 37 31 N/A
1-2 hours N/A N/A N/A 8.1 8.3 8.0 N/A N/A N/A N/A N/A 21.3 43.7| 386 N/A
3+ hours 0.9 0.8 1.0 39 21.1| 242
NS/missing N/A N/A N/A 17 31 14 N/A N/A N/A N/A N/A 337 101| 205 N/A
Median N/A N/A N/A 15 15 15 N/A N/A N/A N/A N/A 30 90 90 N/A
Motorized N/A N/A N/A| 614| 620 614 N/A N/A N/A N/A N/A 25.9 156 175 N/A
Walking N/A N/A N/A| 214 192 216 N/A N/A N/A N/A N/A 337 0.0 0.0 N/A
Other N/A N/A N/A 134| 144| 134 N/A N/A N/A N/A N/A 6.4 718| 595 N/A
NS/missing N/A N/A N/A 39 45 36 N/A N/A N/A N/A N/A 34.0 126| 230 N/A
URBAN
<30 min. N/A N/A N/A| 936 924 9.0 N/A N/A N/A N/A N/A 86.9 552| 403 N/A
30-59 min. N/A N/A N/A 49 48 30 N/A N/A N/A N/A N/A 2.0 68| 109 N/A
1-2 hours N/A N/A N/A 0.3 13 03 N/A N/A N/A N/A N/A 0.0 9.9 9.8 N/A
3+ hours 0.0 0.0 0.0 0.0 39 2.4
NS/missing N/A N/A N/A 1.2 1.6 0.7 N/A N/A N/A N/A N/A 111 242| 366 N/A
Median N/A N/A N/A 10 10 10 N/A N/A N/A N/A N/A 10 15 20 N/A
Motorized N/A N/A N/A| 464| 521 460 N/A N/A N/A N/A N/A 6.9 329| 327 N/A
Walking N/A N/A N/A| 272 220 277 N/A N/A N/A N/A N/A 81.0 0.0 0.0 N/A
Other N/A N/A N/A| 241 235| 241 N/A N/A N/A N/A N/A 1.0 433| 303 N/A
NS/missing N/A N/A N/A 24 24 22 N/A N/A N/A N/A N/A 111 238| 370 N/A
TOTAL
<30min. N/A N/A N/A| 786| 763| 796 N/A N/A N/A N/A N/A 63.8 340| 236 N/A
30-59 min. N/A N/A N/A 133| 142| 127 N/A N/A N/A N/A N/A 56 48 6.0 N/A
1-2 hours N/A N/A N/A 5.9 6.3 5.8 N/A N/A N/A N/A N/A 8.7 31.1| 279 N/A
3+ hours 0.6 0.6 0.7 16 147 161
NS/missing N/A N/A N/A 1.6 26 1.2 N/A N/A N/A N/A N/A 20.3 153 265 N/A
Median N/A N/A N/A 10 15 10 N/A N/A N/A N/A N/A 10 60 60 N/A
Motorized N/A N/A N/A| 570| 591| 570 N/A N/A N/A N/A N/A 147 220| 231 N/A
Walking N/A N/A N/A| 231 200 234 N/A N/A N/A N/A N/A 61.7 0.0 0.0 N/A
Other N/A N/A N/A 165| 170| 165 N/A N/A N/A N/A N/A 3.2 612| 486 N/A
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Table4.4: (Contd.)

Percent distribution of currently married women aged 15-49 by travel time (minutes) and mode of transportation to nearest facility
providing antenatal care, delivery care and family planning services according to rural-urban residence

Bangladesh Indonesia Philippines Bolivia Haiti*
ANC | DC FP | ANC | DC FP | ANC | DC FP ANC | DC FP ANC | DC FP
NS/missing NA|  NA| NA 34 39 32| NA| NA N/A N/A| NA| 204 168 282 NA
Total NA[ NA| NA|[ 1000| 1000( 1000| NA| N/A N/A N/A| N/A| 1000 1000| 1000( N/A
N N/A| N/A| N/A| 26186| 26,186 26,186 N/A| N/A N/A N/A| N/A| 5334| 3113 3113| N/A




Table4.6: Availability of skilled and unskilled health staff
Percent of currently married women aged 15-49 living in clusters in which there isa Community Health Worker (CHW), traditional birth attendant
(TBA) trained midwife (TMW).
Africa Asia Latin America
Countries Benin CAR Mali Uganda Zimbabwe  Bangladesh Indonesia Bolivia Haiti
Rurd TBA 514 55.6 84.4 76.2 84.1 - 79.1 '62.2 **871.7
TMW 48.9 6.8 19.1 211 - - 39.6 25.6 -
CHW 59.2 36.3 34.1 277 70.1 92.3 16.8 49.9 38.1
N 2,739 2,562 6,044 4,523 2,674 7,967 18,595 2,177 1,954
Urban  TBA 234 16.4 29.7 27.1 7.5 - 56.7 39.6 58.4
TMW 70.5 23.3 73.7 35.6 - - 40.3 24.8 -
CHW 315 23.1 76.0 35.6 349 64.4 38.5 14.4 19.9
N 1,459 1,521 2,178 613 1,114 1,013 7,591 3,157 1,159
Total TBA 417 40.9 69.9 70.3 61.6 - 72.6 48.8 76.8
TMW 56.4 12.9 33.6 22.8 - - 39.8 25.2 -
CHW 49.6 314 452 28.7 59.8 89.1 23.1 28.9 313
N 4,198 4,083 8,222 5,136 3,788 8,980 26,186 5334 3,113
Notes:
* TBA: Trained Birth Attendant, TMW: Trained mid-wife, CHW: Community Health Worker
** |n Haiti data on TBAs and TMWSs were combined and cannot be analysed separately.
This datawas not collected in the Philippines
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Tableb5.1: Antenatal Care
Percent distribution of ALL births 3-5 years preceding the survey for whom women received antenatal care from a skilled provider.

Benin  CAR*! Mali'  Ugand®®  Zimbabwe' Bangladesh! Indonesia® Philippines’ Bolivia' Haiti**3

Rural
Doctor 3.2 3.6 0.6 7.5 14.9 15.8 6.1 235 29.9 28.8
Nurse 70.2 475 12.0 83.2 77.4 6.8 64.2 547 5.6 317
Health Worker 32 0.0 22.7 0.0 0.0 0.0 7.1 0.0 0.0 0.0
Total Skilled 76.6 51.1 353 90.7 92.3 22.6 774 78.2 355 60.5
TBA 0.6 15.5 21 10 12 0.3 55 12.4 0.6 4.6
No One 21.9 334 62.3 8.0 6.3 75.8 16.2 9.5 63.1 34.8
N 2,007 1,670 4,477 5,321 1,720 3,458 12,337 4,533 1,703 2,451

Urban
Doctor 11.4 51 2.6 26.1 38.3 445 225 53.9 67.3 65.7
Nurse 75.9 84.5 57.4 68.9 57.1 9.2 68.3 34.4 0.6 16.8
Health Worker 10 0.0 20.6 0.0 0.0 0.0 4.6 0.0 0.0 0.0
Total Skilled 88.3 89.6 80.6 95.0 95.4 53.7 95.4 88.3 67.9 82.5
TBA 0.0 4.3 0.6 0.6 0.9 0.3 0.9 57 0.4 0.5
No One 11.5 6.0 18.5 4.2 3.6 43.9 34 6.1 315 17.0
N 932 1,166 1,541 706 608 392 4,646 4,269 1,877 1,173

Total
Doctor 5.8 4.2 11 9.7 21.0 18.7 10.6 38.3 495 40.7
Nurse 72.0 62.7 23.7 815 72.0 7.0 65.33333 44.8 3.0 26.9
Health Worker 25 0.0 222 0.0 0.0 0.0 6.4 0.0 0.0 0.0
Total Skilled 80.3 66.9 47.0 91.2 93.0 25.7 82.382.382.3 83.1 52.5 67.6
TBA 0.4 10.9 17 0.9 11 0.3 4.02 9.1 0.5 33
No One 18.6 22.1 51.1 7.5 5.6 72.5 12.07 7.8 46.5 29.0
N 2,939 2,836 6,019 6,027 2,328 3,850 16,983 8,803 3,580 3,624

* Inthe CAR, the category “TBA” aso includes asmall number of health workersbelow thelevel of adoctor, nurse or midwife.
**|n Haiti the category of traditional birth attendant and midwife were combined

1 All birthsin the three years preceding the survey,

2 All birthsin the four years preceding the survey,

3 All birthsin the five years preceding the survey.
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Table5.2: Gestational Age at Antenatal Care Visits
Percent distribution of all births 3-5 years before the survey by currently married women aged 15-49 by gestational
age at first ANC visit by distance to nearest facility providing ANC and median distance to facility by gestationa
age at first visit (for birthsto rural women only).
Gestational age at first visit
Distance < 6 months 6-7 months 7+ months NoANC  Don't Know Total N
Benin®
<1 67.6 19.2 2.7 9.3 13 100.0 495
1-4 55.8 21.6 2.8 17.6 21 100.0 382
5-14 41.6 23.1 3.8 30.2 12 100.0 804
15+ 40.4 25.6 3.8 28.3 19 100.0 245
DK/Missing * * * * * 100.0 19
Median 3.7 5.6 5.6 7.0 49
N 1,945
CAR!
<1 714 14.7 2.2 9.6 2.0 100.0 240
1-4 79.1 14.6 25 3.8 0.0 100.0 109
5-14 54.2 16.2 55 234 0.7 100.0 106
15+ 49.7 125 21 34.7 0.9 100.0 367
DK/Missing 33.2 134 24 50.2 0.9 100.0 660
Median 3.9 5.9 10.4 25.8 0.0
N 1,482
Mai’
<1 379 16.5 4.3 38.4 2.9 100.0 596
1-4 35.1 18.1 54 39.5 19 100.0 273
5-14 20.3 9.2 35 65.6 14 100.0 1,599
15+ 19.1 7.6 2.9 69.2 12 100.0 1,698
DK/Missing 11.3 3.2 0.0 84.3 11 100.0 206
Median 9.0 9.4 11.5 13.2 8.8
N 4,372
Uganda®
<1 51.6 39.7 5.6 31 0.0 100.0 450
1-4 46.2 41.0 6.1 6.2 0.4 100.0 1,485
5-14 48.9 36.3 5.9 8.2 0.8 100.0 2,118
15+ 414 379 6.9 13.6 0.2 100.0 610
DK/Missing 714 20.0 2.9 5.7 0.0 100.0 92
Median 5.8 5.6 5.9 6.7 6.1
N 4,754
Zimbabwe!
<1 68.7 25.2 10 5.0 0.0 100.0 103
1-4 57.9 32.0 34 54 12 100.0 266
5-14 67.6 21.6 2.0 6.8 19 100.0 827
15+ 66.9 23.7 2.7 5.8 0.9 100.0 320
DK/Missing 0.0 0.0 0.0 0.0 0.0 0
Median 8.1 7.2 8.2 84 10.4
N 1,515
Indonesia’®
<1 717 11.8 2.7 13.1 0.6 100.0 3,297
1-4 74.2 8.9 2.2 14.0 0.6 100.0 4,380
5-14 68.1 11.5 21 17.6 0.6 100.0 3,365
15+ 58.3 10.3 3.2 279 0.3 100.0 721
DK/Missing 49.7 133 33 321 16 100.0 239
Median 3.2 34 2.8 4.2 4.3
N 12,002
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Table5.2: Gestational Age at Antenatal Care Visits

Percent distribution of all births 3-5 years before the survey by currently married women aged 15-49 by gestational
age at first ANC visit by distance to nearest facility providing ANC and median distance to facility by gestationa
age at first visit (for birthsto rural women only).

Gestational age at first visit

Distance < 6 months 6-7 months 7+ months NoANC  Don't Know Total N
Haiti **

<1 N/A N/A N/A N/A N/A N/A

1-4 54.5 12.0 18 30.9 0.8 100.0 954

5-14 48.6 10.9 14 38.2 0.8 100.0 848

15+ 56.0 105 15 30.8 11 100.0 290

DK/Missing 34.6 17.0 2.7 445 11 100.0 199
Median 5.4 5.4 49 6.4 5.3

N 2,290

TAll hirths in the three years preceding the survey, 2 All birthsin the four years preceding the survey, * All births in the five
years preceding the survey, * In Haiti, respondents living within the same cluster as the nearest hedlth facility providing ante-
natal care were not asked distance to the nearest health facility.

* Numbers are too small to give areliable estimate.




Table5.3: Distanceto Antenatal Care Visits

Percent distribution of all births 3-5 years preceding the survey by currently married women aged
15-49 by total number of ANC visits by distance to nearest facility providing ANC and median

distanceto facility by total number of ANC visits (for births to rural women only).

Distance
Benint
<1
1-4
5-14
15+
DK/Missing
Median
N
CAR!
<1
1-4
5-14
15+
DK/Missing
Median
N
Malit
<1
1-4
5-14
15+
DK/Missing
Median
N
Uganda®
<1
1-4
5-14
15+
DK/Missing
Median
N
Zimbabwe!
<1
1-4
5-14
15+
DK/Missing
Median
N
Indonesia®
<1
1-4
5-14
15+
DK/Missing
Median
N

Total Number of antenatal carevisits

No ANC 1 2-3 4+ Don’t Know Total N
9.3 31 18.9 67.0 1.7 100.0 495
17.6 4.2 22.7 535 1.9 100.0 382
30.2 4.0 24.8 39.6 13 100.0 804
28.3 2.8 27.4 38.4 31 100.0 245
* * * * 100.0 19
7.0 5.4 5.6 35 55
1,945
9.6 31 355 48.6 3.2 100.0 240
3.8 25 37.6 56.1 0.0 100.0 109
23.4 5.9 34.7 33.9 2.2 100.0 106
34.7 9.2 28.1 26.2 18 100.0 367
50.2 5.4 22.3 19.7 24 100.0 660
25.8 18.4 5.6 2.7 9.9
1,482
38.4 6.0 185 32.7 43 100.0 599
39.2 6.8 18.2 34.3 16 100.0 275
65.6 7.1 11.4 13.7 2.3 100.0 1,604
69.0 4.4 12.1 11.9 2.5 100.0 1,713
84.4 5.3 3.7 35 31 100.0 207
13.2 11.1 10.6 7.7 12.1
4,398
3.1 4.1 32.7 58.5 1.7 100.0 450
6.2 55 39.6 46.5 2.2 100.0 1,485
8.2 7.1 40.2 42.9 1.6 100.0 2,118
13.6 10.0 46.3 29.6 05 100.0 610
5.7 2.9 30.0 61.4 0.0 100.0 92
6.7 6.8 6.0 5.4 4.6
4,754
5.0 11 9.9 83.5 05 100.0 103
5.4 0.7 12.8 79.0 2.0 100.0 266
6.8 14 19.7 69.6 25 100.0 827
5.8 2.0 21.1 68.8 2.3 100.0 320
0.0 0.0 0.0 0.0 0.0 0
8.4 11.1 8.2 7.8 10.4
1,515
131 55 23.2 57.0 11 100.0 3,297
14.0 47 20.6 59.2 16 100.0 4,380
17.6 5.6 23.6 52.0 13 100.0 3,365
27.9 7.6 27.2 36.6 0.7 100.0 721
32.1 6.8 25.8 32.8 2.6 100.0 239
4.2 34 35 31 34
12,002
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Table5.3: Distanceto Antenatal Care Visits

Percent distribution of all births 3-5 years preceding the survey by currently married women aged
15-49 by total number of ANC visits by distance to nearest facility providing ANC and median

distanceto facility by total number of ANC visits (for births to rural women only).

Distance

Haiti %4
<1
1-4
5-14
15+
DK/Missing
Median
N

Total Number of antenatal carevisits

No ANC 1 2-3 4+ Don’t Know Total N
N/A N/A N/A N/A N/A N/A
30.9 8.1 31.6 28.8 0.6 100.0 954
38.2 85 29.0 23.4 0.9 100.0 848
30.8 75 28.9 32.0 0.8 100.0 290
445 11.5 313 121 0.5 100.0 199

6.4 6.2 5.4 5.2 6.0
2,290

L All births in the three years preceding the survey, 2 All births in the four years preceding the survey, * All
births in the five years preceding the survey, * In Haiti, respondents living within the same cluster as the near-
est hedth facility providing antenatal care were not asked distance to the nearest hedth facility.

* Numbers aretoo small to give areliable etimate.
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Table6.1 Place of Delivery

Percent of al births 3-5 years preceding the survey by place of delivery, according to urban/rural residences.

Rura
Hospital/Health Ctr.
Low Level Hedth Fac.*
Home
Number of Births

Urban
Hospital/Health Ctr.
Low Level Hedth Fac.*
Home
Number of Births

Total
Hospital/Health Ctr.
Low Level Hedth Fac.*
Home
Number of Births

Benin® CAR' Madi' Ugand®  Zimbabwe'  Bangladesh® Indonesia®  Philippines Bolivia' Haiti®

52.0 22.1 13.1 28.2 61.3 1.7 7.8 13.8 18.4 8.3
4.6 7.8 9.8 1.8 0.1 0.0 0.1 0.1 2.5 0.3
42.0 69.0 76.8 68.9 38.0 98.0 91.8 86.0 78.5 91.0
2,007 1,670 4,477 5,321 1,720 3,458 12,337 4,533 1,703 2,451
7.7 76.1 30.8 73.8 90.7 19.9 42.5 43.6 515 42.0
1.0 2.1 47.2 2.4 0.3 1.1 0.3 0.3 10.0 0.2
19.7 21.2 21.6 23.3 8.4 79.0 57.0 56.1 38.1 56.6
932 1,166 1,541 706 608 392 4,646 4,269 1,877 1,173
60.4 44.3 17.6 335 69.0 35 17.3 28.3 35.8 19.2
35 55 194 1.9 0.1 0.3 0.2 0.1 6.5 0.3
34.9 49.4 62.7 63.6 30.3 96.2 82.3 715 57.3 79.8
2939 2,836 6,019 6,027 2,328 3,850 16,983 8,803 3580 3,624

All birthsin the three years preceding the survey

All birthsin the four years preceding the survey

All birthsin the five years preceding the survey.

* Low Level Health facility refersto facilities below a hospital or health centre.
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Table6.2: Delivery Assistance
Percentage of all births 3-5 years preceding the survey by the type of assistance during delivery.*
Attendant at Delivery Benin® CAR? Mali* Uganda? Zimbabwe' Bangladesh® Indonesia® Philippines’  Bdlivia®  Haiti®
Rura
Skilled Attendant 56.5 24.1 7.8 32.3 61.7 6.4 26.0 36.0 26.0 12.2
TBA/Reative 37.0 74.2 76.9%* 544 349 91.7 73.0 63.5 71.0 874
No One 5.9 21 15.2 12.8 33 15 0.5 0.3 2.7 3.16
Urban
Skilled Attendant 79.9 7.7 70.1 78.8 91.2 34.8 76.4 70.5 66.0 77.4
TBA/Reative 16.7 20.8 26.2%* 16.7 8.0 64.5 235 29.2 320 51.6
No One 31 14 3.29 4.3 0.8 0.5 0.1 0.1 14 3.56
Total
Skilled Attendant 64.4 459 23.7 37.8 69.3 9.5 39.8 53.0 47.0 20.9
TBA/Reative 30.6 52.2 63.9%* 50.1 279 89.0 59.8 47.0 50.7 75.8
No One 5.0 18 12.2 11.8 2.6 14 0.4 0.2 2.0 33
Total Number of Births 2,939 2,836 6,019 6,027 2,328 3,850 16,983 8,803 3580 3,624
* Missing cases were not included in the table since they comprise less than 1% of the distribution for all data categories.
** The TBA/Relative category, in the case of Mali also includes deliveries by lower level hedth workers.
1 All birthsin the three years preceding the survey
2 All birthsin the four years preceding the survey
% All birthsin the five years preceding the survey
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Table 6.3a: Place of delivery by delivery assistancefor RURAL births
Percent distribution of rural births 3-5 years preceding the survey by place of birth and with a skilled attendant at delivery.
Benint  CAR' Mali'  Ugand#® Zimbabwe' Bangladesh® Indonesia® Philippines’  Bolivia' Haiti®
Hospital
Doctor 13 0.4 0.2 2.2 7.7 1.0 2.2 12.5 15.8 4.2
Nurse/MW 5.2 4.6 0.7 19.0 35.2 0.4 25 10 0.7 21
Other Skilled 0.4 0.8 0.0 1.0 0.1 0.0 0.0 0.0 0.0 0.0
Health Centre
Doctor 15 0.4 0.1 0.1 0.7 0.2 0.3 0.2 12 0.9
Nurse/MW 39.7 6.6 16 5.4 17.0 0.0 2.6 0.2 0.5 1.0
Other Skilled 34 5.0 0.0 0.1 0.3 0.0 0.0 0.0 0.0 0.0
Low Level Facility*
Doctor 0.3 0.6 0.0 0.1 0.0 0.0 0.0 0.0 25 0.0
NurseyMW 2.9 17 4.7 16 0.0 0.0 0.0 0.0 0.0 0.2
Other Skilled 0.8 17 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0
Home
Doctor 0.0 0.5 0.0 0.1 0.0 14 0.3 0.4 2.0 0.2
Nurse/MW 0.3 0.8 0.5 14 0.3 33 18.0 219 13 0.5
Other Skilled 0.6 0.6 0.0 11 0.2 0.2 0.0 0.0 19 0.3
Unskilled/No one 42.9 76.0 92.1 67.3 38.2 93.2 74.0 63.9 73.6 90.5
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
N 2,007 1,669 4,478 5,321 1,746 3,531 12,337 4,562 1,719 2,451
1 All birthsin the three years preceding the survey
2 All birthsin the four years preceding the survey
% All birthsin the five years preceding the survey
* Low Level Hedlth facility refersto those facilities below the care  -giving abilities of a hospital or health centre.
Note: Missing cases were not included in the table since they comprise less than 1% of the distribution for all data categories.
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Table 6.3b: Place of delivery by delivery assistance for URBAN births
Percent distribution of urban births 3-5 years preceding the survey by place of birth and with a skilled attendant at delivery.
Benin®  CAR! Mali' Ugand® Zimbabwe' Bangladesh' Indonesia® Philippines’ Bolivia®  Haiti®
Hospital
Doctor 8.8 1.7 0.9 14.3 23.4 14.3 12.8 36.9 42.8 24.8
Nurse!MW 29.0 20.1 12.9 53.2 38.6 4.2 13.1 2.8 1.6 6.4
Other Skilled 1.0 5.6 0.0 1.4 0.0 0.0 0.0 0.0 0.0 0.0
Health Centre
Doctor 2.2 0.4 0.4 0.0 0.4 0.2 2.2 2.0 6.7 7.43
Nurse!MW 35.8 37.0 11.6 4.0 28.3 0.9 14.2 1.9 0.3 3.2
Other Skilled 1.0 6.4 0.0 0.3 0.0 0.1 0.0 0.0 0.0 0.0
Low Level Facility*
Doctor 0.1 0.4 0.6 0.4 0.0 0.7 0.1 0.0 9.8 0.0
Nurse!MW 0.8 1.0 41.7 2.0 0.0 0.5 0.2 0.0 0.2 0.2
Other Skilled 0.0 0.2 0.0 0.6 0.0 0.0 0.0 0.0 0.0 0.0
Home
Doctor 0.0 0.1 0.0 0.2 0.0 3.0 0.4 0.6 2.2 0.4
Nurse!MW 0.8 3.6 1.9 2.0 0.3 10.6 33.2 26.2 1.7 2.1
Other Skilled 0.1 1.2 0.0 0.6 0.0 0.2 22.3 28.2 0.5 0.3
Unskilled/No One 19.8 22.2 29.5 21.0 8.7 65.1 235 1.0 337 55.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
N 932 1,116 1,541 706 617 394 4,646 4,295 1,895 1,173
1 All birthsin the three years preceding the survey.
2 All birthsin the four years preceding the survey.
Al birthsin the five years preceding the survey.
* Low Level Hedlth facility refersto those facilities below the care  -giving abilities of a hospital or health centre.
Note: Missing cases were not included in the table since they comprise less than 1% of the distribution for all data categories.
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Table 6.3c: Place of delivery by delivery assistance for ALL births.
Percent distribution of total births 3-5 years preceding the survey by place of birth and with a skilled attendant at delivery.

Benin® CAR' Mali'  Uganda®  Zimbabwe'  Bangladesh® Indonesia®  Philippines® Bolivia' Haiti®

Hospital

Doctor 3.7 1.0 0.4 3.6 11.8 2.4 51 24.3 30.0 10.8

Nurse!MW 12.8 11.0 3.8 23.0 36.1 0.8 54 1.8 1.2 35

Other Skilled 0.6 2.7 0.0 1.0 0.0 0.0 0.1 0.0 0.0 0.0
Health Center

Doctor 1.7 0.4 0.2 0.1 0.6 0.2 0.9 1.1 4.1 3.0

Nurse/MW 384 19.0 4.2 53 20.0 0.1 5.8 1.0 0.4 1.7

Other Skilled 2.6 5.6 0.0 0.1 0.3 0.0 0.0 0.0 0.0 0.0
Low Level Facility*

Doctor 0.2 0.5 0.2 0.1 0.0 0.1 0.0 0.1 6.3 0.0

Nurse!MW 2.2 1.4 14.2 1.6 0.0 0.0 0.1 0.1 0.1 0.2

Other Skilled 0.6 1.1 0.0 0.1 0.0 0.0 0.0 0.1 0.0 0.0
Home

Doctor 0.0 0.3 0.0 0.1 0.0 1.6 0.3 0.5 2.2 0.3

Nurse/MW 0.4 1.9 0.9 1.5 0.3 4.0 22.2 24.0 1.5 1.0

Other Skilled 0.5 0.9 0.0 1.0 0.2 0.3 0.0 0.0 1.2 0.3

Unskilled/No one 35.1 54.6 76.1 61.9 30.5 90.4 60.2 47.1 52.7 79.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
N 2,939 2,836 6,019 6,027 2,364 3,926 16,983 8,858 3,614 3,624

All birthsin the three years preceding the survey.

All birthsin the four years preceding the survey.

All birthsin the five years preceding the survey.

* Low Level Health facility refers to those facilities below ahospital or healthcentre.

Note: Missing cases were not included in the table since they comprise less than 1% of the distribution for all data categories.
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Table 6.4: Distribution of RURAL births by distanceto the nearest health facility

Percent distribution of rural births 3-5 years preceding the survey by place of delivery and by distance to the nearest heglth

facility providing delivery care.

Benin® CAR! Malit Uganda’®

Hez_aJ_th Else- Hez_aJ_th Else- Hegj_th Else- Hegj_th Else- N

Facility  where Facility  where Facility  where Facility — where
<1km 85.6 14.4 496 58.9 411 270 37.4 62.6 625 58.2 41.8 363
1-4 km 62.0 38.0 402 52.3 47.7 121 20.6 79.4 282 38.4 61.6 1,110
5-14 km 40.2 59.8 834 29.1 70.9 114 134 86.6 1,673 24.5 755 1,834
15+ km 4.1 55.9 255 23.7 76.3 386 13.3 86.7 1,682 14.6 85.4 712
DK/Missi o * 20 196 804 779 4.9 95.1 215 73 927 108
Median 3.2 6.9 3.0 16.3 8.9 12.1 4.8 6.9
N 2,007 1,670 4,477 4,127

1 All birthsin the three years preceding the survey.
2 All birthsin the four years preceding the survey.

Percent distribution of rural births 3-5 years preceding the survey by place of delivery by distance to the

Table 6.4 (contd.)

nearest health facility providing delivery care.

<1 km-
1-4 km-
5-14 km-
15+ km-
DK/Missing-
Median-
N

Zimbabwe' Indonesia® Haiti®*
He_aJ_th Else- N Hez_aJ_th Else- N He;-JJ_th Else- N

Facility  where Facility  where Facility  where
68.7 313 112 9.2 90.8 1,759N/A N/A N/A 0
70.0 30.0 291 9.5 90.5 2,640N/A 9.3 90.7 376
60.3 39.7 945 7.2 92.8 2,136N/A 59 94.1 408
55.4 44.6 399 32 96.8 537N/A 4.4 95.6 393
0.0 0.0 0 5.8 94.2 241N/A 51 94.9 280

7.8 8.8 31 3.7 53 8.9
1,747 7,314 1,458

3 All birthsin the five years preceding the survey.
* Question was not asked if facility was within respondent’s cluster.
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Table6.5: Distribution of Rural birthswith a skilled attendant by distanceto the nearest delivery facility

Percent distribution of rural births 3-5 years preceding the survey by type of delivery assistance, by distance to the nearest health facility provid-
ing delivery care

Benin® CAR! Malit Uganda’®
Skilled Unskilled N Skilled Unskilled N Skilled Unskilled N Skilled  Unskilled N

<lkm 84.4 15.6 496 457 54.3 270 58.6 41.4 625 62.0 38.0 363
1-4km 63.2 36.8 402 53.2 46.8 121 33.6 66.4 282 41.1 58.9 1,110
5-14 km 40.5 59.5 834 23.9 76.1 115 20.1 79.9 1,673 27.4 72.6 1,834
15+ km 42.3 57.7 255 18.4 81.6 386 21.6 78.4 1,682 15.4 84.6 712
DK/Missing * * 20 14.1 85.9 779 6.9 93.1 215 7.3 92.7 108
Median 3.3 7.0 3.2 15.6 8.3 12.5 4.8 6.9

N 2,007 1,670 4,477 4,127

1 All birthsin the three years preceding the survey.
2 All birthsin the four years preceding the survey.

Appendix A

63



Table6.5 (contd.)

Percent distribution of rural births 3-5 years preceding the survey by type of delivery assistance, by distance to the nearest
hedlth facility providing delivery care.

Zimbabwe" Indonesia® Haiti®*
Skilled Unskilled N Skilled Unskilled N Skilled Unskilled N

<1km 85.4 14.6 112 337 66.3 1,759 N/A N/A N/A
1-4 km 83.6 16.4 291 28.1 719 2,640 40.0 60.0 376
5-14 km 76.1 239 945 25.2 74.8 2,136 40.6 59.4 408
15+ km 71.7 28.3 399 12.3 87.7 537 30.6 69.4 393
DK/Missing 0.0 0.0 0.0 26.2 73.8 241 27.6 72.4 280
Median 8.0 9.8 3.0 3.9 6.6 9.6

N 1,747 7,314 1,458

N/A: Not Asked
* Question was not asked if facility was within respondent’s cluster.
Al birthsin the five years preceding the survey.




Table6.6: Distribution of RURAL births by timeto the nearest ddlivery facility

Percent distribution of rural births 3-5 years preceding the survey by type of delivery assistance, by time to the nearest health facility pro-
viding delivery care.

<30
minutes
30-59
minutes
60+
minutes
DK/Missing
Median

N

Benin CAR Malit Uganda’

Skilled Unskilled N Skilled  Unskilled N Skilled  Unskilled N Skilled  Unskilled N
71.3 28.7 868 44.0 56.0 342 474 52.6 871 48.6 51.4 759
43.9 56.1 391 45.9 54.1 104 28.0 72.0 911 32.8 67.2 777
45.0 55.0 728 19.7 80.3 445 20.6 79.4 2,331 27.0 73.0 2,483

* * 20 14.1 85.9 779 75 92.5 365 7.3 92.7 108
20.4 45.6 25.3 60.6 40.4 80.3 60.1 60.9
2,007 1,670 4,477 4,127

! All birthsin the three years preceding the survey
2 All birthsin thefour years preceding the survey
% All birthsin the five years preceding the survey

* Numbers are too small to give areliable estimate.

Table6.6: (contd.)

Percent distribution of rural births 3-5 years preceding the survey by type of delivery assistance, by time to the nearest health
facility providing delivery care.

Zimbabwe Indonesia® Haiti®

Skilled Unskilled N Skilled  Unskilled N Skilled  Unskilled N
<30 83.8 16.2 306 30.9 69.1 4,973 431 56.9 175
minutes
30-59 81.4 18.6 306 26 77.4 1,308 375 62.5 44
minutes
60+ 74.8 252 1,106 126 87.4 772 36.2 63.8 041
minutes
DK/Missing (40.9) (59.1) 29 27.7 72.3 262 27.4 72.6 299
Median 60.8 90.7 130 15.9 90.6 1202
N 1,747 7314 1,458
N/A: Not Asked.
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Table7.1: Distanceto the near est hospital

Percent distribution of currently married women age 15-49 who live within 10 kilometres of a hospital by rural-urban residence.

Residence Benin CAR Mali Uganda  Zimbabwe Indonesia Philippines Bolivia Haiti
Rura
Within 10 km 14.6 7.8 3.2 24.4 16.4 20.8 64.0 25.8 41.5
N 2,739 2,562 6,044 4,523 2,674 18,595 4,323 2,177 1,954
Urban
Within 10 km 64.9 72.5 65.4 85.8 70.5 69.8 87.7 72.6 58.3
N 1,459 1,521 2,178 614 1,114 7,501 4,638 3,157 1,159
Total
Within 10 km 321 319 19.7 317 32.3 35.0 76.3 535 47.7
N 4,198 4,083 8,222 5,136 3,788 26,186 8,961 5334 3,113
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Table7.2: Timeto the nearest hospital

Percent distribution of currently married women aged 15-49 who live within 1 hour of a hospital by rura-urban residence.

Residence Benin CAR Mali Uganda Zimbabwe Indonesia Philippines Bolivia Haiti
Rura
Within 1 hour 375 10.5 18.3 39.1 435 59.6 73.7 48.3 25.3
N 2,739 2,562 6,044 4,523 2,674 18,595 4,323 2,177 1,94
Urban
Within 1 hour 78.8 69.1 78.6 92.6 87.5 80.5 69.3 72.9 57.1
N 1,459 1,521 2,178 613 1,114 7,591 4,638 3,157 1,159
Total
Within 1 hour 51.9 32.3 34.3 45,5 56.5 65.7 714 62.8 37.1
N 4,198 4,083 8,222 5,136 3,788 26,186 8,961 5,334 3,113
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Table 7.3: Distanceto tr eatment for delivery complications

Percent distribution of currently married women aged 15-49 according to
the distance from a place reported to treat delivery complications by
urban/rural residence.*

Residence Benin Mali Uganda Zimbabwe
Rural
<1 81 8.7 5.9 0.5
1-4 34 4.3 16.7 0.8
5-14 22.1 29.2 34.7 9.4
15+ 64.8 56.4 40.0 83.7
DK/Missing 16 14 27 55
Median 20.8 20.1 10.7 35.2
N 2,739 6,044 4,523 2,674
Urban
<1 313 317 22.6 3.9
1-4 26.1 33.6 68.3 257
5-14 16.0 18.7 5.0 434
15+ 25.2 15.2 2.2 26.9
DK/Missing 14 0.7 20 0.0
Median 2.8 2.6 19 7.8
N 1,459 2,178 613 1,114
Total
<1 16.1 14.8 7.9 15
1-4 11.3 12.1 229 8.2
5-14 20.0 26.4 312 19.4
15+ 51.0 455 355 67.0
DK/Missing 15 12 26 39
Median 155 124 10.0 25.6
N 4,198 8,222 5,136 3,788

* Percent distribution of women who responded to the question: “If a
woman has a complication in delivery, what is the name of the nearest
place she can betreated.”
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Table8.1: Current useof contraception by currently married women
Percent distribution of currently married women aged 15-49 currently using contraceptive methods.
Benin CAR Mali Uganda Zimbabwe Bangladesh Indonesia  Philippines Bolivia Haiti
Rura
Any Modern Method 21 14 19 51 37.3 35.1 50.5 219 6.9 9.5
Any Trad./Folk Method 11.5 10.8 14 4.3 49 8.2 2.0 14.9 24.5 31
Any Method 15.0 12.1 33 12.2 44.2 43.3 52.5 36.8 313 12.8
Number of Women 2,739 2,562 6,044 4,522 2,674 7,967 18,595 4,323 2,177 1,954
Urban
Any Modern Method 5.8 6.4 11.6 28.1 53.9 44.6 55.8 27.6 253 19.5
Any Trad./Folk Method 12.3 12.8 4.6 4.5 2.9 9.8 4.4 154 29.6 6.4
Any Method 19.0 19.2 16.2 345 57.6 544 60.2 43.0 55.0 26.6
Number of Women 1,459 1,521 2,178 612 1,114 1,013 7,591 4,638 3,157 1,159
Total
Any Modern Method 34 3.2 4.5 7.8 42.2 36.2 52.1 249 17.7 28.0
Any Trad./Folk Method 13.0 11.5 2.2 6.0 6.0 9.5 2.7 15.1 27.6 20.5
Any Method 16.4 14.8 6.7 14.8 48.1 44.6 547 40.0 45.3 39.8
Number of Women 4,198 4,083 8,222 5134 3,788 8,980 26,186 8,961 5334 3,113
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Table8.2: Use of a moder n method of contr aception by distance to the near est facility offering family planning

Percent distribution of currently married rural women aged 15-49 by modern contraceptive method use and by distance to the nearest facil-
ity providing family planning services.

Benin CAR Mali Uganda
Distanceto Not Not Not
health facility Lj:: ;;erl\:'“):l usng N LEJ;;GE% Usng N LEJ;;GE% usng N LEJ;;GE% Usng N

MM MM MM MM
<1km 3.8 96.2 738 23 97.7 437 6.4 93.6 730 5.6 94.4 616
1-4 km 20 98.0 561 23 97.7 182 3.0 97.0 259 6.6 934 1,133
5-14 km 0.9 99.1 972 11 98.9 201 14 98.6 1,887 5.6 94.4 1,565
15+ km 18 98.2 444 0.9 99.1 649 14 98.6 2,185 2.7 97.3 980
DK/Missing (121) (879 25 1.2 98.8 1,093 0.5 995 982 2.5 975 229
Median 0.0 5.3 17 10.1 55 13.2 51 6.2
N 2,739 2,562 6,043 4,523




Table8.2: (Contd.)

Percent distribution of currently married rural women aged 15-49 by modern contraceptive method use, by distance to

the nearest facility providing family planning services.

Zimbabwe Indonesia Bolivia
Distanceto Not Not Not
AR e Usng NG Usng NGO Usng
<l km 46.7 53.3 208 52.7 47.3 4,597 12.8 87.2 276
1-4 km 384 61.6 488 50.9 49.1 7,637 20.3 79.7 211
5-14 km 36.6 634 1,371 49.8 50.2 5,050 55 94.5 601
15+ km 34.7 65.3 607 47.3 52.7 1,097 2.6 97.4 517
DK/Missing 0 0 0 26.3 73.7 214 4.3 95.7 571
Median 7.8 8.0 3.2 34 34 9.0
N 2,674 18,595 2,176
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TableM1

The oddsratio of delivery at ahealth facility for RURAL births. Women living beyond 5 km compared to women
living within 5 Km and women with some education compared to those with no education.

Independent All Benin CAR  Hati  Indonesa Mali  Uganda  Zimbabwe
Variables

Distance (<5km) 1000 1,000 1000 1000 _ 1.000 1000 1000 1000
Distance (5+km) 0752 0.239¢ 0697 0732 0695 0364 0420*  0.630*
Education (1+years 1069  3.336* 2271* A4565¢ 20996  1609* 2648*  3.231*

N 22800 2007 1670 1458  7.314 4477 4127 1747

* 4=0,001

TableM2

The odds ratio of delivery with a skilled attendant for RURAL births. Women living beyond 5 km compared to
women living within 5 Km of a hedlth facility and women with some education compared to those with no edu-

cation.
Independent All Benin CAR  Hati  Indonesa Mali  Uganda  Zimbabwe
Variables
Distance (<60min) 1000 1,000 _ 1.000 1000 _ 1.000 1000 1000 1000
Distance (60 +min)  0.849* 0478 0706 1150 0.374*  0491* 0625*  0.693*
Education (1+yearsy 1.764* 3.783¢ 2395+ 2312¢ 4350+  1868* 2560*  3.054*
N 22031 2007 1670 1458 7.314 4477 4127 1747
* 6=0.001

Table M3

The oddsratio of use of amodern method of contraception for RURAL women living beyond 5 km compared to
women living within 5 Km of a hedlth facility and women with some education compared to those with no edu-

cation.
I ndependent All Benin CAR  Bolivia Indonesa Mali Uganda  Zimbabwe
Variables
Distance (<5km) 1000 1,000 1000 1000  1.000 1000 1000  1.000
Distance (5+km) ~ 068L* 0.391* 0563 0452¢ 0,961 0452 0821  0.825
*
Education (1+years) 5.854* 2984¢ 3.926* A4571* 1.950¢ 4932 2841*  2.058*
*
N 30314 2739 2562 2176 18595 6,043 4523 2674
* 4=0.001
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12. Appendix B: Synopsis of the Variations in Individual

Country Questionnaires

The five African countries, Benin, CAR, Mali,
Uganda and Zimbabwe, as well as Bolivia used
the core questionnaire as a basic model, while
Bangladesh, Philippines, Indonesia and Haiti
made large alterations to the core.

In Benin key informants were asked to name the
nearest private doctor, pharmacy, health centre,
clinic and hospital. Distance, time, mode of
transport and services provided (ANC, DC, Cl,
and FP) were asked of each. If the facility or
provider did not provide FP services the same
details were asked of the nearest facil-
ity/provider who did.

In CAR, key informants were asked to name the
nearest private doctor and clinic in urban areas
only and the nearest pharmacy, health centre and
hospital in both urban and rural areas. Distance,
time, mode of transport and services provided
(ANC, DC, ClI, and FP) were asked of each. If
the facility or provider did not provide FP serv-
ices the same details were asked of the nearest
facility/provider who did.

In Mali key informants were asked to name the
nearest private doctor, pharmacy, health centre,
community health centre, clinic and hospital.
Distance, time, mode of transport and services
provided (ANC, DC, PNC, ClI, surgery and FP)
were asked of each. If thefacility or provider did
not provide FP services the same details were
asked of the nearest facility/provider who did.

In Uganda key informants were asked to name
the nearest private doctor; pharmacy or drug
shop; dispensary, sub-dispensary or ddivery
maternity unit; health centre; and hospital. Dis-
tance, time, mode of transport, and service pro-
vided (ANC, DC, CI, and FP) were asked of
each. If the facility or provider did not provide
FP services the same details were asked of the
nearest facility/provider who did.

In Zimbabwe key informants were asked to
name the nearest private doctor, pharmacy,

health centre and hospitals. In rural areas, re-
spondents were also asked about rural health
centres. Distance, time, mode of transport and
services provided (ANC, DC, CI, and FP) were
asked of each. If the facility or provider did not
provide FP services the same details were asked
of the nearest facility/provider who did.

In Indonesia the community questionnaire was
shortened to eight questions. Key informants
were asked if any of thirteen different facilities
or service providers were present in or close to
the area. These included, hospitals, maternities,
health centres and posts, village midwifes,
TBAS, private midwives, and others. Distances,
time and mode of transport to services were
recorded only if the facility or service provider
was NOT in the area. Details about types of
service provided, such as family planning or
ANC, were not recorded in the community
questionnaire.

In Bangladesh the questionnaire was radically
different. Key informants were asked whether
family planning worker visited the area on a
regular basis and what services they offered.
They were also asked about the availability,
timing and services provided at peripatetic clin-
ics, (including the availability of pills, condoms,
ORS, ClI, vitamin A, GM and ANC). One ques-
tion on distance to the nearest Thana (health
facility) headquarters wasincluded.

In the Philippines key informants were asked
basic community data. In addition, they were
asked to name the type of the nearest facility
that provided health OR family planning serv-
ices using a precoded answer that included gov-
ernment hospital, health station, RHU / pu-
ericulture centre, private hospital or clinic. De-
tails of distance, time, mode of transport and
services provided were asked to this centre. If
the centre was not a hospital then the same de-
tails were requested about the nearest hospital.
The same questions were also asked about mo-
bile outreach services.
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In Bolivia key informants were asked to name
the nearest private doctor, pharmacy, health
centre, clinic and hospital. If FP services were
provided, they were also asked about distance,
time and mode of transport. If the facility or
provider did not provide FP services the same
details were asked of the nearest facil-
ity/provider who did.

In Haiti key informants were asked to name the
nearest hospital, health centre, dispensary, mo-
bile clinic, private doctor, community health
worker, TBA and pharmacy. Distances, time and
mode of transport were only recorded if the
service/facility was not in the area (not defined).
The types of services provided were only re-
corded if the service facility was not in the area
AND was less than 30 km away.
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13. Appendix C: Improvements/Modifications to the SAM

This section of the report reviews some of the
problems that were encountered during the
writing in order to record the lessons learned in
the process and to make some broad recommen-
dations for future activities of this type.

Preparing the report required reanalyses of large
portions of the data and, in the case of CAR,
dropping the country from the interpretative
analysis because of the poor data quality. The
main problem underlying these difficulties was
that the way countries chose to adapt the ques-
tionnaire resulted in little uniformity in how the
data were collected. The questionnaires used in
Bangladesh, Haiti, the Philippines and Indonesia
were so different in form and content from the
original module and from each other that it was
impossible to derive some of the information for
the tables. This created significant problems in
terms of making valid international compari-
sons.

Whilst the primary purpose of any DHS survey
data will be to provide information about health
needs for national programming planning pur-
poses, a secondary purpose is to provide a com-
parative database that can be used for a variety
of purposes that include advocacy, research and
international policy and priority setting. As dis-
cussed in the chapter on the community surveys,
facility data are inherently less comparable
across countries than population-based heglth
and demographic data. The challenge of imple-
menting any type of facility survey is, therefore,
to balance country-specific needs for adaptation
to obtain locally relevant information while still
preserving international comparability. Two
potential improvements could be made in this
regard.

e First, consideration could be given to struc-
turing some generic comparability into the
guestionnaire from the outset of the project
so that a core set of key indicators is col-
lected in every country.

e Secondly, major categories of information
such as the type of health facility or type of
health provider should be standardised

across countries at the time of the imple-
mentation of the survey. For example, there
is tremendous variation in the names used to
describe hedlth facilities across countries,
and health facilities should be categorised
according to their infrastructure, the range or
type of services they provide (primary, sec-
ondary or tertiary care, for example)) or the
facility staffing level (whether they were
staffed by a skilled or unskilled health
worker).

Both of these approaches would require an im-
provement in survey documentation. The meas-
ures would however not obviate the necessity to
exercise caution when making inter-country
comparisons, whatever approach was selected,
because of the tremendous heterogeneity in the
organisation, content and quality of health serv-
ices.

In addition to these measures, a standardised
approach would also need to be built into data
processing for the survey.  Since the recording
of facility distanceis so critical to all subsequent
SAM analyses, it is important that the same
procedure for recording and processing distance
datais adopted for all countries.

Although recording perceived distance is im-
portant, a further improvement to the method
would be the incorporation of GPS location data
for all facilities identified and all clusters sur-
veyed. DHS surveys are already collecting loca-
tional data on each cluster using GPS. This
method has the added advantage that other data
sources such as new facility locations can be
added and linked at a later stage.

Another mgjor consideration, if the SAM meth-
odology is considered to have a future role, is
that the content and design of the questionnaire
should also be reviewed. Some important omis-
sions in the current content of the questionnaire
should be noted:
e Toobtain a picture of the entire health serv-
ices environment, questions related to com-
munities' use and experience of the “infor-
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mal” health sector should be incorporated,
since in most cases this is where the vast
majority of health care déivery is taking
place. The questionnaire, as it currently
stands, makes almost no reference to the in-
formal sector beyond asking briefly about
traditional birth attendants.

The questionnaire should be broadened to
ask about postnatal care, hewborn care and
AIDS care at minimum. These issues were
considered by very few countries apart from
Uganda and should be included in the core
module.

The most effective way of asking valid
questions about the availability of health fa-
cilities and distances to the nearest health
facility should be explored. For example:
Are the most accurate answers obtained
when asking first about the nearest facility
or are better data obtained by asking key in-
formants where women seek care for each
sarvice, eg. ANC, DC, pregnancy compli-
cations, etc.? Also, how are distance data
best obtained? Is perceived distance the
principle determinant of service use or are
travel time and mode of transport more im-
portant? This study could be combined with
the use of GPS reading to validate the re-
ported travel distances.
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| skip
QUESTIONS CODING CATEGORIES | TO
|
I
IDENTIFICATION |
: (NAME OF LOCALITY) |
I
—_ |
CLUSTER NUMBER | | | | |
|
TYPE OF LOCALITY TOWN/CITY....... ceeenn veseslam =-> 3
VILLAGE..... e
COUNTRYSIDE.....v0v0vsveve.3==|-»3
]
|
TYPE OF VILLAGE NUCLEAR. ....cooveevnnnnnnss 1 |
DISPERSE...... Ceeeeeaan o2 |
|
NUMBER OF INHABITANTS OF LOCALITY €500......intnnnnnn R B |
500 - < 2000............ 2 |
2000 - < 5000.......... .3 |
5000 - < 10000......:.... 4 |
10000 - < 20000........ . |
20000 - < S0000........... 6 |
50000 - < 100000..........7 |[»?
100000 4..vvevennnnnnnenans 8__|

TYPE OF MAIN ACCESS ROAD PAVED: ASPHALT OR CEMENT...1l
PAVED: STONE (GOOD)........ 2
PAVED: STONE (BAD)......... 3
UNPAVED.......otiinvennncnn. 4

NO ROAD......ovviivnnnncens 5

DISTANCE IN KM'S TO NEAREST

LOCALITY OF 20000+ INHABITANTS <10.....00... . ceeseeen .1
10 - <
20 - € 30.. .. it 3
30 - ¢ 50........ ceccen . 4
50 - € 100....00iiiinnnnn 5
100 4.0 iiiiinennnreannnnns 6
TYPES OF PUBLIC TRANSPORT
COMMONLY USED TO NEAREST BUS. ...iiivenineiencnenanen 1
LOCALITY OF 20000+ INHABITANTS TAXI.....ooo0eeees ceeiesaan 1
(CIRCLE ALL APPLICABLE) BOAT. ...ttt eiennennnnanns 1
TRAIN. ....cvvtvvenvecnnacnes 1
NONE. .....iocvveesvcnncnnas 1

e — —— —— — —— — — — — —— — —— — — — — — —— — — — — — — — — —— — — —— — — — —— — — —— — —— — —

N
o
.
~N
I S BN




WO. QUESTIONS CODING CATEGORIES TO
7 IS CLUSTER COVERED BY A COMMUNITY
BASED CONTRACEPTIVE DISTRIBUTION
PROGRAM?
YES 1l ————3| 7A METHODS AVAILABLE* _COST
BO 2
(GO TO 8) 1T I TT1
11 171
¥
8 DOES A FAMILY PLANNING FIELD
WORKER COVER THE CLUSTER?
YES 1 ——--3»| BA HOW OFTEN PER
MONTH DOES
¥o ) SHE VISIT? TIMES | | T
(GO TO 9)
8B WHICH METHODS DOES
HE/SHE PROVIDE?
METHODS* COST
I 1 I 1L 11
é 1 T
9 IS THE CLUSTER VISITED BY A
MOBILE CLINI1C?
YES 1l -3 9A HOW OFTEN TIMES | | |
PER MONTH?
NO
(GO TO 10) 9B WHICH METHODS
DOES THE MOBILE
CLINIC PROVIDE?
METHODS* COST
|
1 [ 1 1l 1 1
' 1 1 1 1l 1 T
10 IS THE CLUSTER COVERED BY A
TRADITIONAL BIRTH ATTENDANT?
YES 1l ————-3= | 10A 1S THE TRADITIONAL
BIRTH ATTENDANT
NO 2 TRAINED IN MODERN
(GO TO 11) TECHNIQUES?
YES 1
NO 2
11 IS THE CLUSTER COVERED YES 1
BY A TRAINED MIDWIFE? NO 2
®METHODS: Ol - Pill 05 - Condom
02 - IUD 06 - Female Sterilization
03 - Injection 07 - Male Sterilization
04 - Vaginal Methods 08 - Periodic Abstinence



12.

AVAILABILITY OF PUBLIC SERVICES NEAREST TO THE CLUSTER.

(1) (2) (3) (4)
| IN | DISTANCE | MOST | TRAVEL |
| LOCALITY | IN xM'S | COMMON | TIME TO |
| | la) | TRANSPORT| GET THERE|
| | | (bl | (MINUTES)|
| YEs wo | | | |
| ] | | |
| | l | |
A. EDUCATION | 1 2 | | | |
I | | | |
1 Primary School | 1 2 | L 1L 11 L1 I 1 1
| | I I |
2 Secondary School | 1 2 | L1 11 L1 1111l
| | I | |
3 Higher/Technical | 1 2 | L L1 L i 11l
1 | | | ]
| | | I |
B. GENERAL SERVICES| | | | |
| | | | I
1 Post Office | 1 2 | L1 10 L1 1111l
| | | | I
2 Weekly Market | 1 YR I A e N e
| | | | |
3 Cinema | 1 2 | L 1L 10 L [
| I | | |
4 Sewer System | 1 2 | | I I
| | | | |
5 Garbage Disposal | 1 2 | | | |
] | ] ] ]
CODES: ({a) 97 = 97+ (bl Motorized 1
00 = Less than 1 Animal 2
Walking 3
Cycling 4
Other 5



13. DETAILS ABOUT EACH OF THE MEALTH SERVICES OF DIFFERENT TYPE CLOSEST TO THE CLUSTER. (COLS 3 TO 10 ONLY FOR THOSE SERVICES WITHIN 30 KM'S OF THE

CLUSTER.
) 2) (3) {4 (5) (6) (7) (8) (9) {10)
N DISTANCE TYPE OF TIME T0 NUMBER OF | NUMBER OF | DAYS OPEN | HMOURS OPEN | SERVICES YEAR IN
LOCALITY? FROM MOST COMMON| GET THERE | DOCTORS (a)| NURSES [a] (NUMBER) AVAILABLE WHICH
CLUSTER TRANSPORT (] SERVICE
IN KM'S [a) STARTED
A. HOSPITAL YES 1| T_T 1 [wotoRIZED 1 }j:l:[ 11 TT1 |[wonnav 1 MCH 1
N 2 ANIMAL 2 | TMINUTES) TUESDAY 1 EMERGENCY 1 |
IF: WALKING 3 WEDNESDAY 1 GENERAL )
B CE) 30+ CYCLING 4 THURSDAY 1 FAM.PLAN. 1
WHERE? OTHER 5 FRIDAY } ORAL g:m- T
SATURDAY DRATION 1
— e SUNDAY 1
(LOCALTTY)
OTHER:
B. CLINIC YES 1| T°T T |MOTORIZED ) 1 [ | 11 TTT |wonoav v T T 1 |MH 1
NO 2 ANIMAL 2 | (MINUTES) TUESDAY 1 [ | EMERGENCY 1
1F: WALKING 3 WEDNESDAY | GENERAL 1
(NANE) 30+ CYCLING 4 THURSDAY 1 FAM,PLAN, 1
WHERE? OTHER 5 FRIDAY 1 ORAL REHY- a——
SATURDAY 1 DRATION 1
SUNDAY 1
(LOCALTTY)
OTHER:
C. HEALTH CENTRE YES 1| T 11 |MOTORIZED 1 1 ] [ 1 [ |MonDaY 1 MCH 1
NO 2 ANIMAL 2 | (MINUTES) TUESDAY 1 EMERGENCY 1
1F: WALKING 3 WEDNESDAY 1 GENERAL 1
(NAME) 304+ CYCLING 4 THURSDAY 1 FAM.PLAN. 1
WHERE? OTHER 5 FRIDAY 1 ORAL REHY- I
SATURDAY 1 DRATION 1
SUNDAY 1
(LOCALITY)
OTHER:
CODES: [a) 97 = 97+ [b] 997 = 97+
98 = D¢ © 9% = DK
00 = Less than 1 000 = Less than 1



13. (CONTINUED)

(45} (2) (1) {4) {5) (6) {7) (8) 9) 090)
N DISTANCE TYPE OF TIME TO NUMBER OF | NUMBER OF | DAYS OPEN | HOURS OPEN | SERVICES YEAR IN
LOCALITY? FROM MOST COMMON| GET THERE | DOCTORS [al| MURSES [a) (NUMBER) AVAILABLE WHICH
CLUSTER TRANSPORT bl SERVICE
IN KNS (a) STARTED
[ 777 7 7 7 7 7 7 7
D. PHARMACY YES 1| T T 1 |[wotorizep F:FI ! F 0 111 7 177717 ) 7 7|0RAL REMY-
N 2 ANIMAL 2 | (WINUTESY | /7 / ¢/ AN /70700170 DRATION
1F: VALKING 3 /717 NIV / | PACKETS
(MANE) 30+ CYCLING 4 /1111 7|17 77 7 17 7| AVAILABLE?
WHERE? OTHER 5 ARV A A / /1177 /| YES 11
/1717 r /7 A A A AV N I
- ____ NIV VAV A A A A
(LOCALTTY) VAV AV A A TAY A VAV AV A A AV A Y
[ 1/ / YA AYAY WA AR / |
/7 77 7777 717777717 /
E. PRIVATE DOCTOR | VES V| T 1 |movorizep 3 1 ! I\7 77 71 7 11 / /7 /1 7 1 / [/ [/ |ORAL REWY-
NO 2 ANIMAL 2 | TMINDTES) |7 7 /7 7 /7 7/ VAV / DRATION
1F: WALKING 3 /4 I 77\ 4171 7 ) 7| PACKETS
(NAFE) 30+ CYCLING 4 /717 VA /7 / 1 1 1 /| AVAILABLE?
WHERE? OTHER 5 /7 / VAV 1WA RV EY Y A YES 1 1T
YA A I A A A R VR A A R A A A | N2
- VA A AV AV YA /77
(LOCALITY) AV VAV A A A A A A A
VAW, Y
CODES: [a) 07 = 97+ .Ib) 997 = 07+
98 = DK 998 = DK
00 = Less than 1 000 = Less than 1




14. DETAILS ABOUT EACH OF THE FAMILY PLANNING

THE CLUSTER.

SERVICES OF DIFFERENT TYPE CLOSEST TO THE CLUSTER.

(COLS 3 TO 10 ONLY FOR THOSE SERVICES WITHIN 30 KM'S OF

{1) {2) {3) {4) (5) {6) (7N (8) (9) 10 an
IN - | DISTANCE TYPE OF TIME 10 METHODS COST OF |VEAR METHOD| NUMBER OF | NUMBER OF | DAYS OPEN | MOURS OPEN
LOCALITY? FROM MOST COMMON| GET THERE | AVAILABLE METHODS FIRST _ |DOCTORS FOR| NURSES FOR| FOR FAM. | FOR FAM
CLUSTER TRANSPORT (3] AVAILABLE |FAM. PLAN. | FAM. PLAN.| PLAN. PLANNING
IN KM'S [a) [a) [a) (NUMBER)
A. MHOSPITAL YES 1| T_TJ ([worortzep v F[:]:[ PILL 1 MONDAY 1
NO 2 ANIMAL 2 | (WINUTES) [IUD 1 [T T T T | tuesoay
1F: WALKING 3 INJECTIONS 1 WEDNESDAY 1
(NAME) 30+ CYCLING 4 CONDOM 1 THURSDAY 1
WHERE? OTHER 5 FEM.STER. 1 RIDAY 1 ]|
MALE STER. ) SATURDAY 1
OTHER 1 DAY 1
(LOCALTYY)
OTHER:
B. CLINIC YES 1| T 1] |™T0RIZED Y 1 3] 1 ] MONDAY )
NO 2 ANIMAL 2 | (MINUTES) [IUD ] 1 TUESDAY )
1F: WALKING 3 INJECTIONS 1 WEDNESDAY )
(NAME) 30+ CYCLING 4 CONDOM 1 1] THURSDAY 1
WHERE? OTHER 5 FEM.STER. ) FRIDAY 1 T [ |
MALE STER. 1 SATURDAY )
OTHER 1 | SUNDAY 1
(LOCALITY)
OTHER:
C. HEALTH CENTRE YES 1| 1] |MOTORIZED F]:D PILL 1 MONDAY 1
NC 2 ANIMAL 2 | (MINUTES) |IUD 1 1 I T T | tuespay 1
1F: WALKING 3 INJECTIONS 1 WEDNESDAY 1
(NAHE) 30+ CYCLING 4 CONDOM 1 THURSDAY )
WHERE? OTHER 5 FEM.STER. 1 FRIDAY 1
MALE STER. 1 SATURDAY 1
OTHER 1 SUNDAY 1
(LOCALITY)
OTHER:
CODES: [al G7 = 97+ [E] 997 = G7+
€ = DK 998 = DK

00 = Less than 1

000 = Less than 1




14.  (CONTINUED)
) 2) (3) (4) (5) {6) (1) {8) {9) 10) 41}
IN DISTANCE TYPE OF TIME 10 METHODS COST OF |YEAR METHOD| NUMBER OF | NUMBER OF | DAYS OPEN | MOURS OPEN
LOCALITY? FROM MOST COMMON| GET THERE | AVAILABLE METHODS FIRST  [DOCTORS FOR| NURSES FOR| FOR FAM. | FOR FAM.
CLUSTER TRANSPORT (] AVAILABLE (FAM. PLAN. | FAM. PLAN.| PLAN, PLANNING
IN KM'S [a) [a) [a) (NUMBER)
777 1077777777777
D. PHARMACY YES 1| 11 [|motor1zep F]j___[vm 1 /17 /7 1/ (A A YA A
NO 2 ANIMAL 2 | (WINUTES) |IUD 1 VA AN WA A Y A A
1F: WALKING 3 INJECTIONS 1 VYA A RV A Y R VRV A A R A A
(NAME) 30+ CYCLING 4 CONDOM 1 /7 77 /7 7/ VAV /
WHERE? OTHER s FEM.STER, 1 A A WA A A / / /111
MALE STER. 1 VYA A RV A A AN VA A A / /
OTHER 1 /777 /7 / VA /
(LOCALTTY) A A IV A A WA /7
A ARV A A RV A AR R A
/77 i /111t
VYA A I WA A / A A
A YA VA A Y A A
/////// 7 ///// 7 /I/l// 7 ///
E. PRIVATE DOCTOR | YES 1| T ] |mOTORIZED 1 }[][pm 1 ] YA A RV YA A VA A A /
N 2 ANIMAL 2 | (WINUTES) |1U0 1 - /7 7/ /7 AV /7
IF: WALKING 3 INJECTIONS 1 A AV WA A AW A Y A A A A A
(NAME) 30+ CYCLING 4 CONDOM 1 YA A V2R A A V2 A A AN A A A |
WHERE? OTHER 5 FEM.STER. 1| | | / / /7 /7 /1 7/ /7 7 7
MALE STER. 1 /77 VAV VAN
CTHER 1 VAR AY RV AV A AV N VA A Y A A
“{LOCALITY) /! / VA
A A I A A A VA A A A A Y A
VA A A RV Y AR VA B A /
/7 7/ /7 / A A A A
A AV I AV R A WA A A
/ NN
CODES: [a) 97 = 97+ [bl 997 = 07+
98 = DK 998 = DK

00 = Less than )

28855

000 = Less than 1




